MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 
ae O9079 CERTIFICATE OF DEATH 2 248 ™ 
s — 2 ob i 
22 1. PLACE OF DEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence Before admission) 
ec : 8. COUNTY a, SATs, b. COUNTY 
278 Carrobl MARYLAND MaryLand 
Sac b. CITY DR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b . CITY OR TOWN (if outside corporete limits, write RURAL end give nearest town) 
Bee write RURAL and give nearest town) | 
£3 Rural _ Sykesville Life Rural Sykesville 

r 3 on @. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) f STREET ADDRESS e Pee 


X}_ Oakland Road Oalcland_Rd, 


ves} nobel 


29 peas First Middle Last 4. OATE Month Day Year 
2 {ype or print) Charles Theodore Alexander Gil 
2 5. SEX 8. COLOR OR RACE |7. MarRteD [2 NEVER MARRIED[]| 8 DATE OF BIRTH 8. AGE (In yeas [IFUNDER I YEAR|IF UNDER 74 HRS, 
“a last birthday) (Months) Days | Hours | Min. 
= J 4 wipowep [7] divorced [7] | bo4 Qu yrs. 
= 10a. USUAL DCCUPATION (Give kind of workdone| 20b. KIND OF BUSINESS OR 3. BIRTHPLACE (County & State, or foreign country) | 22. CITIZEN OF WHAT 
z during most of working | fe, even If retired) INDUSTRY CDUNTRY? 
5 Retired Attendant | Hospital Maryland USA 
3 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
S 
5 Theodore Alexander Katherine Belt 
S 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOGIALSECURITYND. | 17. INFORMANT ‘Address 
Ss (Yes, no, or unkown) | (I fyes give war or dates of service) 
‘3 lela etek! None Mr. Marvin Alexander Sykesvil le, Md 
s 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).] INTERVAL BI ae 
5 PART |. DEATH WAS CAUSED BY: ; DL) f. be lla 
tz] » .. , IMMEDIATE CAUSE (a). YO bt 4a hg badd 

163 4 DUE TO 
Conditions, If eny, which () z 


gave rise to Immediate 
cause (a), stating the DUE TD 
underlying cause last, (©). 


F yz 1 


or attending physician. 


& | PART Il, OTHER SIGNIFICANT CONDITIONS CDNTRIGUTJAg710 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 119. WAS AUTOPSY 
=| 
a = Yes] no [ 
= | 20a, ACCIDENT WAS UNDERLYING Hl 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Pert | or Part Il of item 18.) 
& | OR CONTRIBUTING [) CAUSE OF DEATH 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. TIME OF INJURY Month, Day, Vear | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
S 
Ss Hour e.m. While Not While factory, street, officabldg., etc.) 
& 
Ss p.m. ao ie work O at work 
21. | certify that (I)_{thistospital) attended the deceased fr 19%, to. L 1943, that (I) (we) last 
saw the deceased alive o! 19.23 , and that death occurred a IM, from the“causes and on the date stated above. 


22a. SIGNATURE 22b. DATE SIGNED 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


© ein tA 2e gave mo. Ayyezine Bron Oo Rae a 7, (2-657 
22c, PHYSICIAN'S Y 22d. ADDRESS fee ? 
ge, | (ROS SO Okut maa _| ykesvt'//e hd 
= 23a. Hes Hh bul 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
ecity) 
O|_Burial | 14-65 Ola Md. 
2 a ADDR 25a, "D BY R . RAR’S. SIGNATURE 


Y 


1 


VR AIS (4) 0 


20M 1/65 


24. INERAL DIRECTOR 
Wy 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
J * oe he ION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ay 


P DUE To 
Conditions, If any, which 0) . ss. a ne a 


2 3 CERTIFICATE OF DEATH 
3 23 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
eee a. COUNTY a. STATE b, COUNTY 
st 23s imore MARYLANO Mary ai 
‘Ss bat oo) b. CITY IN {if outside ‘cor, pares limits, c. LENGTH OF STAY IN Ib || ¢. CITY OR TOWN (IFoutside corporate limits, write RURAL and give nearest town) 
e S82 erie RURAL and fv nearest! 
ee Sa) Sykesville months Dundalk 21222 - =a 
= ufn d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS e. ee 
ar Ae 
~ easy Golden Age Guest Home 3002 Dunmore Road ves} _ noi 
2 3s5 3. NAME OF t 7 * 
fe 2 s aN DECEASED Mo Irst Middle F ae 4. DATE Month Day Year 
Se (ype or print) S (Mozes) L.A4/exnn DEATH vl 96s 
a=] 
= 2 5. SEX 6. COLOR OR RAVE | 7, MARRIEO [X] NEVER MARRIEO[-] | 8- DATE OF ie 9. ACE i ae TF UNDER 1 YEAR |IF UNOER 24 HRS, 
om, '¥}|Months | Oays | Hours | Min. 
2 BEE | male white | wioowen[] —_vwvorceol}| 1/26/1888 “ | | 
wes = 10a. USUAL OCCUPATION (Cive kind of workdone| 10b. KIND ce BUSINESS OR IL. BIRTHPLACE (County & State, or foreipn country) | 12. CITIZEN OF WHAT 
3 s gz during most of working life, even If retired) INOUSTI COUNTRY? 
2 885 | __Recknor ‘Steel Hungary U.S.A. 
es = = 13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 
= 56 
= EES Mozes LeAlexander Rebecca Lasho 
ee Ss 15. WAS OECEASEO EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
& 2° (Yes, no, of unkown) | (If yes give war or dates of service) 
B Bss no 17-01- Elizabeth M.Alexander same as #2 
6 wee 8 18. CAUSE OF DEATH [Enter only one cause p 16 for (a), (b), and (c).] peter lel 
SBS PART 1, OEATH WAS CAUSEQ BY: Mf 
SEoes _ IMMEOIATE CAUSE (2) iG 4 ORE pa Dospan 
=) ov _- uf 22) 
3 
‘Zs. 
$ 
= 
= 
@ 
= 


21. | certify that (I) (this hospital) attended the deceased fi TIVE 196.5, tony < 19>, that (I) (we) last 
19S5 , and that death occurred at2:22f_M, from the causes and on the date stated above. 


Ser = 226. DATE SIGNED 
pal MED. STAFF 


oirector [] PHYS. Pe ie -¢ 2 
BS ADORESS 
LIBERT Ty L2.Sy: IKES Vie € Le ee 


NAME OF CEMETERY OR CREMATORY ae 2.2! (City, town or count” (State) 


g 
i} 
= 
gs ra) : 
roi ies gave rise to Immediate 
= Be cause {a), stating the DUE TO 
+ 28 underlying cause last. {c) — 
Bay & | PART Il. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONOITIONGIVENINPART (a) _|19. Was AUTOPSY 
23 = SS ee 
5825 o[8 ves [] No 
Sse ' = 20a. ACCIOENT WAS UNOERLYINC ae 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
So) 6 | OR CONTRIBUTING [J CAUSE OF OEATH 
zt G | (IF EITHER, NOTIFY MEOICAL EXAMINER) 
= 3 | 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO | 20e, PLACE OF INTURY (Home, Farm, 20f. (City or town) (County) (State) 
iad a Hour a.m. whil factory, street, office bldg., etc.) 
fa le Not While 
3 = p.m, 19 at work at work 
= 
3 
o 
= 
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0 
@ 
So, 
3 
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e. 
B=} 


t a NAM se ie Ve7 
EREOF Deny JA 


23a. BURIAL, tect | 23b. OATE | 
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REMOVAL (Soeclfy) 


Ss 


VR AIS (4 
20M 1/65 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


pletely filled in by the fuferal 


papers. Pages 1 and 2 
in 72 hours after death 


the attending physicianf 


by 
-transit permit. Then please remove 


| or attending physician. 


director, page 3 should be detached for use as the burial: 


death. Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certificate has been signed 
be filed with the State Dept. of Health 


YR AIS (4) 
20M 5-63 


prior to burial, cremation, or removal, and in any even! hs f 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


PITT CERTIFICATE OF DEATH i2A 4g 
tS eo is all 2 sua RESIDENCE (Where daceased lived, If inailution"Residetee belGre ‘edmission) 
Car manvianp |” Maryland * con Baltimore 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib . CITY Cy. TOWN (If outsida corporate timits, write RURAL and give neerest town) 


ne ae DED LS Catonsville 0 *} 


ES 


| ©. IS RESIDENCE 
ON A FARM? 
yes (] noft] 


d. NAME OF MOSPITAL OR Se Wik not in pee give street te d. STREET ADDRESS 


te Mle u's WV. ten 1133 Baker Ave. 
3. NAMEOR ~ First Middle Tost “4, DATE “Month Day Yes 
DECEASED 
(Type or print) Ya MWK WE Va Ve =e AZ rSon DEATH a aby ssh 965 
5. SEX ~-|6, COLGR OR RACE] 7, marRiep O NEVER a [D| & DATE OF BIRTH 9. AGH IF UNDERT YEAR| IF UNDER 24 HRS. 


M Y/ wows [XK oivorceo []| APT’e 26, 1884 pers cory a (ee, 


In yaar 


gi birthdey} 
i ps 


Produce Salesman 


12, CITIZEN OF WHAT COUNTRY? 


U. S.A. 


10a, USUAL OCCUPATION (Gi ‘ind of work 10b. KIND OF BUSINESS OR INDUSTRY 
done during most of working nif retired) 
Produce 


T. ree (County & Stete, or foreign country) 


Md. 


14, MOTHER'S MAIDEN NAME 


Mary L. Miller 


13. FATHER’ 'S NAME 
Harry H. Anderson 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyesgive weror detes of service}, 


no. 


16. SOCIAL SECURITY NO.| 17, INFORMANT "Address (% = 
Vee 


Mrs.George T. mexiey 1200 Daniel 


“] INTERVAL BETWEEN 
ONSET AND DEATH 


GE A. 


1B. CAUSE OF DEATH [Enter only one cause par line for (a), (b), and (c}. 
PART I. DEATH WAS CAUSED BY, 


IMMEDIATE CAUSE (e} Dod ped ak? ite. qupan G. 


oe a. uveugee (pad Se 0 « 


{a}, steting the underlying ( CUETO 
‘couse last, ta 


itt a ! Zoe. 


z PART II. OTHER SIGNIFICA! i INTRIBUTING TO DEATH BU’ T RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1 Te) 
2 PERFORMED? 
3S YES oO No [ 
= | 20a, ACCIDENT WAS UNDERLYING L]_{/20», iW a r 
& | On CONTRIBUTING 1] CAUSE OF DEATH Ob. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 1B.) 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
. _ 
& | 20. TIME OF INJURY Month, Day, Yer) 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, | 20f. (City or town} (County) (Stete) 
a Hour a.m. factory, street, offica bldg., ete.) | 
2 
= p.m. 19 | 
. | certify that (I) ac oho. "Zee. the es from... ae tod. ..» EZ, that (i) @veY "last 
saw the deceased alive on.. 2 and that death occurred ai , from the cduses and on the date stated above. 


22b. DATE 


22a. SIGNATURE 
ATTENDING, 
QAM AL CUAA, wp. | PHYS. 


DIRECTOR (| ms oa rae 
2c. PHYSICIAN'S v 22d, ADDRESS Jey 
NAME (Type) Se wi Okutman eS, ke guile : =. 


23e, Tale Teeter 23b. DATE THEREOF 23c. NAME OF CEMETERY OR REMATORY = dea eg uidle /M aa 
REMO' specify) 
Buria 7-7-1965 Lorraine Park Woodlawn, ; 


JERAR DIRECTOR’S SIGN, ae Pury lng 25a. ot % gas hb 7 BpisTen “pe Mo 
3 a vad UL 


Page 4 may be retained by the hospital or attending physician, ; 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the fuer: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within ®. after death. 


VR AIS (4) 
15M 4-64 


f# 


MARYLAND STATE DEPARTMENT OF HEALTH 
oot OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


S&S 


pe CERTIFICATE OF DEATH 12449 
Ss 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
ss a. CDUNTY a, STATE b. COUNTY 
as , M, : Allegany 
2 Carroll MARYLAND faryland egan 
os b, CITY OR TOWN (if outside cor} ey limits, c. peng a aN Ib |/"c. CITY OR TOWN (if outside corporate Hmits, write RURAL and give nearest town 
ee write RURAL and give nearest town) As 
3 Sykesville 6 mos.|| Cumberland LQ : 
Ox, ~d. NAME OF HOSPITAL OR INSTITUTION (if not In Sa give street address) || d. STREET ADDRESS ©. 18 RESIDENCE 
PS 
Ee Springfield State Hospital 626 Baltimore Avenue ves] noK] 
= 3. NAME OF First Middie Last 4, DATE Month Day —-Year 
E DECEASED Rs ‘ OF 
ie (Type or print) William Alvin ANDERSON DEATH July 10, 39S 
5. SEX 6. COLOR OR RACE | 7, maRRIED [7] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years IFUNDER i YEAR IF UNDER 24 HRS. 
b. QO 3} last birthaay) Months | Days | Hours | Min. 
male white WIDOWED [_] Divorceo(]| 2-23-1909 56 yrs, 
. 10a. USUAL OCCUPATION (Give Kind of workdone| 10. KIND OF BUSINESS QR Ti. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
ea during most of working life, even If retired) INDUSTRY COUNTRY? 
BS Laborer Wavea Maryland WeSieds 
ee 73- FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
So 
ee John Wf. Anderson Jemima Hamilton 
ce 15. WAS DECEASED EVER INU.S. ARMED FDRCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
2s (Yes, no, or unkown) | (If yes give war or dates of service) 
ss hol Springfield State Hospital Records 
ae 18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and {c).] INTERVAL BETWEEN 
ral PART |. DEATH WAS CAUSED BY: : . . ee ae 
5S , IMMEDIATE CAUSE (a)_Ventricular fibullation. mins. 
/ DUE TO , by ¢ : 
Conditions, If any, which w_rossible acute myocardial infarction, hours 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last, 


(6) 
PART II, DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) 


19. ~ WAS AUTDPSY 
PERFORMED? 


: fe ee : * : ves[[} No 
20a. ACCIDENT ae UNDERLYING TH 207 pate HOW INJURY eaten: (Enter nature of Injury In Part | or Part 1 of Item 18.) 


OR CDNTRIBUTING [] CAUSE OF D 
(IF EITHER, NOTI IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m, 
p.m. 19 


21. | certify that (I) (this hospital) attended the deceased from_O—<~ 1 0% ; 


20d. INJURY DCCURRED | 20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
While — Not waite factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


19___, that (I) (we) last 


saw the deceased alive 0 65 19 and that death occurred at_lz 30, the causes and on the date stated above. 
22a. SIGNATURE = 22b. DATE SIGNED 
4 ATTENDING MED. STAFF 
“WA 4 M.D. CO Binector C] brvs. | 7-11-65 
| 22. AME Clype) i "2. AOORESS Springfi eld State Hos pital 
Octivo Ruiz, M.D. Sykesville 
Zac. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) State) 


director, page 3 should be detached for use as the bur! 
should be filed with the State Dept. of Health prior to buria 


23a, BURIAL, CREMATION,| Sa DATE THEREOF 


iM 
Hortal” Duly 1. 1965 | Frostburg Memorial Park Frostburg Maryland 
‘i 


24. FUNERAL DIRECTOR ADDRESS. 25a. REC'D “1065. 2 EGIST| ue IGNATU 
Slots F- Hofer, 230 Balto Ave. apes oVL 1 17196 z bea) G 


eh 


tely filled in by the funeral 


bon papers. Pages 1 and 
within 72 hours after ge 


e 


transit permit. Then p 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within g >. after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


director, page 3 should be detached for use as the bur: 
should be filed with the State Dept. of Health prior to buri 


VR A15 (4) 
15M 4-64 


ician and com 
lease fembwey ca 


cremation, or removal, and in\any evel 
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MARYLAND STATE DEPARTMENT OF HEALTH 
ony N OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ler 


CERTIFICATE OF DEATH he 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased tived, If aie before admission) 
a. COUNTY C 1d aSTATE Morvland b. COUNTY 
arr MARYLAND v 


b. CITY OR TOWN (If outside cor; ists limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give ce town) 


Rural--Sykesvi 2y. Sm. 4a. Baltimore 2 ag) ae 
d. NAME OF HOSPITAL OR = as (if not In hospital, give street address) || d. STREET ADDRESS. @ Ip RESIDEICE 
£\ Springfield State Hospital 2901 Hillen Road Yes olanatel 
3. NAME OF First Middle Last 4 DATE Month Day ‘Year 
DECEASED 
(ype or print) Helen Anna Ashburn ce 7, 29 49 65 
5. SEX 6. COLOR OR RACE )7, MARRIED [-] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR IF UNDER 24 HRS, 
jast vine rMonths] Days | Hours | Min. 
female white wivowen FR) ivorcen[-}| 3/16/84 st caeikecae lc 
10a, USUAL OGCUPATION (Give Kind of work done| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or forelan my) 72. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY z COUNTRY? 
housewife -- North Carolina USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Green Marshall Jackson Axsom 


15. 
(Yes, no, or unkown) | (If yes give war or dates of service) 


WAS DECEASED EVER IN U.S. ARMED FORCES? 


16. SOCIALSECURITY NO. | 1 iNFORMANT Address 
unknown Springfield Hospital records, Sykesville 


no 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 ‘nga ap eA 
PART |. DEATH WAS CAUSED BY: : 
F IMMEDIATE CAUSE (a). Pneumonia Pic’ days 
7 x DUE TO 
Conditions, If any, which ) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 
5 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT iggy . abl ag ag 4 Mig GIVENINPART1(@) ]19. WAS AUTOPSY 
=| Chronic brain ndrom Senile brain disease wi 
2 nic gyehotie reaction. yes []_ no [8 
© | & | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of Item 18.) 
& | OR CONTRIBUTING [1 CAUSE OF D 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& | 0c TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm,| 207. (CIty or town) (County) Gtate) 
a Hour a.m. While Not nite factory, street, office bldg. etc.) 
fa] 
= p.m. 19 at work L_] at work 
21. | certify that # (this hospital eR ie the esi from te OF, that) (we) last 
saw the deceased alive o 9_22 , and that death occurred at_L.:M,‘rom fhe auses and on the date stated above, 
22a, SIGNATU “| 22, DATE SIGNED 
. . ATTENDING MED. STAFF 
A GAAS Oo _ Linge do’ Mp. PHYS. {1 _birector (] pays. [% 7/29/65 
22. PHYSICIAN'S Fi = 22d. ADDRESS 
] NAME (lye) Francisco Gnecco, M.D. Springfield State Hospital 
Sykesville, Maryland 
23a, REMOVAL area 23D. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (city, town or county) (State) 
specify, , 4 
8/2/65 Baltimore National Ceme| Baltimore, Md 


24. 


FUNERAL DIRECTOR “ADDRESS 
Cook-Brooks Inc, 1217 St Paul Balto.,Md 


25a. REC'D BY 965. 25b. REGISTRAR’S S/GNATURE 
AUG 2 1965] fCooren Hetge 


oe, 


émove carbon papers. Pages 1 ani 


any event, 


and completely filled in by the funeral 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the bur! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The taw requires that the death certificate be executed within e. after death, YY 
should be filed with the State Dept. of Health prior to buri 


VR A15 (4) 
15M 4-64 


within 72 hours after de He 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09075 CERTIFICATE OF DEATH i 2454 


1. PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
a. COUNTY 7) “J 
3 


a. STATE b. COUNTY 
Crektol/ MARYLAND 
b. CITY DR TOWN {If outside coi Trt limits, ¢. LENCTH OF STAY IN 1b |i c. CITY OR TOWN (ifoutside corporate limits, write RURAL and give nearest town) 
write RURAL and glve nearest town) 4 ) 5 
thee) = Sitesvilie Ler — 20a Vs oe Geese whan her. 
|. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) || d. STR att a plete sae 


S| Sawereld Srae_Hespfal BiY_N Lovee Sy, ves] nop 
3. NAME DF First iddie CSVOMPFEL, Oh Month Day Year 
DECEASED ‘ = 
(Type or print) MINA. Io Pat & DEATH jo 63 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED []| & DATE OF Zi, G. AGE (In. years |IF UNDER 1 YEAR IF UNDER 24HRS, 
Vast birthday) (Months | Days | Hours | Min. 
Wale WIDOWED BQ] ovorceo}| J~ F/. Go pn 3 | 


yrs. 
a USUA! Le i kind of workdone| 10b. KIND OF BUSINESS DR 11. BIRTHPLACE (County & State, or re country) | 12. ciinen OF WHAT 
during most of working life, even If retired) COUNTRY? 
c 


DUSTRY 
MOUSE Fe Yow My ipad . AS4 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Gresethe Ltun See bode 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address SVAES WH [fe 
‘ rT 
LILAOE Field 


(Yes, no, or unkown) | (If yes alve war or dates of service) 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ; / EE NY mea 
Hy IMMEDIATE CAUSE (a), fe ni 


} DUE TO 
Conditions, If any, which 0). 5 * Yoa £25 
gave rise to Immediate 
DUE TO 


cause {a), stating the 


underlylng cause last, (c). 
5 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TOTHE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) |19. ESN GES) 
= ooo; 
i ‘ ; ¢ ; << e 
$ ASL yes BY no[] 
Ee |. ACGADENT WAS UNDERLYING 20b. DESCRIBE HDW INJURY OCCURRED. (En' nature of Infairy In Part 1 or Pert 1! of Item 18.) 
& OR CONTRIBUTING [Ly CAUSE OF DEATH x 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 20c. TIME DF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. While. Not white factory, street, office bidg., etc.) 
s p.m. 19 at work L] at work 
21. | certify that SX (this hospital) attended the — from__+ 19 ~ ZO, 19_@5, that () (we) last 
saw the deceased alive mea Le AY 19.@ 57 and that death Sei a M, from the causes and on the date stated above. 


sic 


22a, a 22b. DATE SIGNED 
» Poy Vie: ee wp. PRS Gh Sie rie, as Bed sft OS: y 
22c. YSIC IAN'S " —_— 22d. ADDRESS OPM A a 
mos Sam Wise Tm wp) Wesville. Maryland. 


23a. BURIAL, CREMATIDN,| 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY ISS Eble OU ee ‘town or ae (State) 


rave = Sie | Gees: 


25a. REC’ Es RECISTRAR | 25b. adem SIGNATURE 


AL. AST MID QE ina : 
ef pe Ol rental les BLL. Hone JUL 13 forks Yusdge 


\ 


cuted within ‘ hours after death. 
id completely filled in by the funeral 


() 


ys' 


Nease remove carbon papers. Pages 1 and 


ig ph 


in} 
rmit. Then 


ires that the death certificate 
-transit pe 


i or attending physician. 
ificate has been signed by the attend 


The law requ 


director, page 3 should be detached for use as the burial. 
should be filed with the State Dept. of Health prior to burial 


= 


Page 4 may be retained by the hosp! 
TO FUNERAL DIRECTOR: After this cert 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


ithin 72 hours after death. 


cremation, or removal, and in any event, wi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


93075 CERTIFICATE OF DEATH 12452 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
c pai ak a, STATE b. COUNTY 
arro MARYLAND. Maryland Baltimore Gi ty. 
b. Sirite RURAL a Feet aaan Imits, ¢, LENGTH OF STAY IN Ib |] c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
Sykesville byrse7mos.lOdys. Baltimore Beoal-¥ 
RB; NAME OF HOSPITAL OR INSTITUTION (If net In hospital, give street address) || d. STREET ADDRESS Address not noted in| ® Eee G 
Springfield State Hospital records at time of admission yes{] no fi) 
3. LS a First Middle Last 4. pene Month Day Year 
{lype or print) JULIA ELIZABETH BAILEY DEATH JULY 16 19 65 
5. SEX 6. COLOR OR RACE |7, MARRIED [_] NEVER MARRIED [-] 8. DATE OF BIRTH Goi AGE (in years |IFUNDER 1 VEARIF UNDER 24 HRS. 
F Wh. ‘ae oh 87. birthday) a eal Days | Hours | Min. 
‘emale ite wipowe [7] = olvorcenpy | Maree hy , OFe yrs. 


10a. USUAL OCCUPATION (Give kind ofworkdone| 10b. KIND OF BUSINESS OR Ll. BIRTHPLACE (County & State, or Parin country) | 12. te oF WHAT 
during most of working lif a even If retired) INDUSTRY 


aleslady Dept. store Maryland , Balto. City U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ink. Philip Graef tnk. Julia Heinz 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) |(Ifyes give war or dates of service) : 2 
No None Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: . ONSET Danae 
4 IMMEDIATE CAUSE (a)___Lerminal bronchopneumonia 
ie 
yf FOO DUE TO : 
Conditions, If any, which o__Arteriosclerotic heart disease _Years___ 


gave rise to Immediate 
cause (a), stating the DUE TO 


underlying cause last. (c) Generalized arteriosclerosis Years 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) Pe ay sits 


Schizophrenic reaction, paranoid type te fat mine 
20a, ACCIDENT WAS UNDERLYING 


OR CONTRIBUTING [] CAUSE OF Di 
(IF EITHER, NOTI! IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a while Not While factory, street, office bidg., etc.) 
DP. 19 at work at work [_] 


21. | certify that (1) (this hospital) attended the deceased from__l2-6=29 9 D7=16=05 —_, 19 __, that (I) (we) last 
saw the deceased alive on__{7lO-65 i9 and that death occurred ai 330 Grom the causes and on ihe ¢ date stated above. 


2a. SIGNATURE ieee DATE SIGNED 
ATTENDING 
eaten hel _ MD. Bieter oT) | Fite fig 16-6 
Pa 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part Il of Item 18.) 


MEDICAL CERTIFICATION 


CIAN’S ne soon 1206 A 
ips Rgukicate del Campo,/M. D. ‘Sykesville, stavg 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


OE eid 7/19/65 Druid Ridge Come tery Pikesville, Meryland 


A TORRE net ADDRESS liga} BY. a 1965 | Wa EGISTRAR’S SIGNATURE 
ot 


Mas. Owines Mills, Md. 


oh 


2 


filled in by the funeral 


papers. Pages 1 and 
hin 72 hours after dea 


y 


etel: 


omp 


transit permit. Then please remove 
, cremation, or removal, and in any ega 


After this certificate has been signed by the attending physician and c 


Page 4 may be retained by the hospital or attending physician. 


director, page 3 should be detached for use as the bi 


TO HOSPITAL q ATTENDING PHYSICIAN: The law requires that the death certificate be executed within @. after death, 
should be filed with the State Dept. of Health prior to bur 


TO FUNERAL DIRECTOR 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARKLAND, 


Ostia. CERTIFICATE OF DEATH 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b. “nt 
Carroll MARYLAND Maryland rroll 
b. CITY OR TOWN (If outside co: ipiate limits, c. LENGTH OF STAY IN 1b || c. ciy OR TOWN (If outside corporate limits, nea end give nearest town) 
write RURAL and give nearest town) \ oF 
Mt. Airy ‘ Mt. Airy 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. Uae 
ee 308 Park Ave. l 308 Park Ave, ves] nof) 
3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED OF 
(ype or print) Eva May Beall DEATH duly 17 1965 
5. SEX 6. COLOR OR RACE | 7, MARRIED |} NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IFUNDER 24 HRS. 
Pemgile Whit O QO last pink Months | Days | Hours | Min. 
a e WIDOWED f] pivorceD]| May 9, 1887 78 y 


1Da, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or foreign Saal 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Housewife Dickerson, Md. USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Daniel W. Price Sarah Frances Hall 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16.SOCIALSECURITYNO. | 17. INFDRMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No 16-40-9813 Paul E. Beall, Item 2 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] a INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: : bstent pS ae peat 
Ya IMMEDIATE CAUSE (a). a ‘a 
4 DUE To 
Conditions, If any, which ) 4 DB 2 


gave rise to Immediate 
cause (a), stating the DUE TO 


underlying ceuse last, (c). = 

FS PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(e) }19. SE ele of 

= a ee 
as ves] NO[] 
~ Te | 2Da. ACCIDENT WAS UNDERLYING Aa] 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part 1 or Part I! of Item 18.) 

f& | OR CONTRIBUTING [) CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 2Dc. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 

= Hour a.m. factory, street, office bldg., etc.) 

8 while Not While 

= me at work[_} at work [1 

19.62, that (I) @f@F last 


and that death pccurred at_9.A_M, from the causes and on the date stated above. 


Da. 22. DAVE SIGNED 
ATTENDING p- MED. STAFF 
wo. Pave Nh Binecron CO) paves, CO) 2 / I? 
} 22s. PHYS 22d. ADDRESS 
ye) James P. Kerr, M.D. Damascus, Md. 


23a. ER Ge at 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) tate) 
pec 
\ uly 20, 1965 


yr Damascus Meth. Damascus, Md. 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR 25b. ISTRAR’S SI{NATURE 
mm@UL 21 196 [era age 


Olin L. Molesworth, Damascus, Md. 


ei, 


. 


MARYLAND STATE DEPARTMENT OF MEALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


S.. CERTIFICATE OF DEATH } 2454 


—_ 


b. CITY OR TOWN {if outside corporate limits, | ¢. LENGTH OF STAYIN Ib |) _& CITY OR TOWN {If outside corporate limits, write RURAL and give neorest town) 
write RURAL and give neerest town) } 


NYE) OF HOSPITAL OR INSTITUTION {if not in h PERS ) 4 BEY. WIND 56 a. ~~ «d ® 1S RESIDENCE 
oie 7) Se al SE: TL a wh ht 


‘3. NAME OF First 4. DATE Month Ds yi Year 


Last 
tear BERTHA MAY BoweR Shan Toey 9 6S 
9, AGE (IR yeors ee IF UNDER 24 HRS. 


mersek 6. COLOR OR RACE) 7, maRRtED [-] NEVER MARRIED [] | 5. DATE OF BIRTH 
FE last poe femagi ree Days | Hours [ Mis. 


wooo pivorce [7] dee. 22, (8 FO a 


We. USUAL OCCUPATION (Give kind of work 10b. ID OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreigh country) 
done during most of working life, even if retired) 


WUSEKELTE R OWN pone SPIBRYLAND 


3 

5 = 

3 \ PLACE OF DEATH 2. USUAL RESIDENCE (Where deceeted lived, If Institution: Residence before edmission) 
se Sac USTY, 7) a. STATE b. COUNTY 

2 FRbLL. - MARYLAND OUR PAD CARR LE. 

3 


jin 24 hours after 


fed 


9 


ECTOR: After this certificate has been signed by the attending physician and complete! 


y 72 hours after death. 


oq Papers. Pages 1 and 2 should 


12, ne OF WHAT COUNTRY? 


4 


13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME a 
JOHN fRooP AWN) E  DEVILBISS 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.) 17, INFORMANT aed atten? be Ge ALD *" 


(Yes, no, or unkown) | (Ifyesgive werordetesof service) 


ale 37 L79TONN Bowel WESTIN SL EL. 


~ | 18. CAUSE OF DEATH [Enter only one cause per line tor (e), (b), ea te] ati sidials BETWEEN 


PART |. DEATH WAS CAUSED BY: ET pe 
: IMMEDIATE CAUSE (2) pee ZAC als ’ “ge , 
yi Z uy DUE TO 


Conditions, if any, which (b} 
gave rise to immediate cause 
{a}, stating the underlying 
cause last. {c) 


DUE TO 


z PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 
SS a a PERFORMED? 

= 
ale oT” 4 ee by “ } 2 ves [] No EY 
C/ |B } 2060. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part Il of item 1B.) 

& | OP CONTRIBUTING [] CAUSE OF DEATH 

G | iF EITHER, NOTIFY MEDICAL EXAMINER) 

& | 2oc. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, ferm, ; 201. (City or fown) (County} (Stete) 

3 Hour. "asm While foctory, street, office bldg., etc.) | 

= p.m. 9 1 work [_] 4 

. | certify that (I} (this hospital) attendgd the deceased from. 4 to 2, 19 that (1) last 


ATTENDING PHYSICIAN: The law requires that the death certificate be execute 


be retained by the hospital or attending physician. 


-+ and that death occured WALA from the causes and on the date stated above. 


saw the deceased alive on.. ffrts Me S.9.... 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev 


23a. BURIAL, CREMATION, | 236. THEREOF ee NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) = ye 


PY PIPL Jul 25 165 PiPE CHEER _\WEW WNesoR 
VR AIS (4) 24 FUNER. wy R'S SIGNATURE ADDRESS ig 5a, REC’D BY REGISTRAR qa R'S SIGNATURE 
1SM 7/61 Wd Ma Ye ths ae We ver Ulendboer ite 2 6 Wo5 Neitlig edge 


: = £ Mohn Tran _ oe ET Bos HE __V far Tes 
: / NAME (pe) ™ ME fo BERTSON __ IWEW WWAS OR IYO 
so) 


TO HOSPITAI, 
death. Page 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


or attending physician, 


a 
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VR AIS (4) 


20M 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, nt 


ao¥ CERTIFICATE OF DEATH T2455 

s = 

225 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admIssion) 

2s. a. STATE b. COUNTY 

28 s MARYLAND Maryland Frederick 

= Ss y ar aueieateor " ¢4ZNGTH OF STAY IN Ib | c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

BS y 

ee Z frm Rural Rocky Ridge, /o y. 2 

BENgGS ghye d. STREET ADDRESS @. 1S RESIDENCE 

2ary ON A FARM? 

ese R.D.# 2 yes] no EX} 
s 


Last eke Hae Ves 
oe? A SF 
A Pte. YEAR Lee iF UNDER 24 HRS. 


utiles Days Sah hk Min. 


4A , 
NEVE “i E, y Via 
iS ge she 
10b. KIND OF BUSINESS OR ee 2. LS IA & State, ‘ign country) | 12. a OF Sd 
INDUSTRY COUNTRY? 
Arlington, N.J. U.S.A. 


14, MOTHER’S AIDEN NAME 
Lewis A, McGraw Mabel. B. Bynner 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No None Charles Braver Rocky Ridge ae ae R.D 
18. CAUSE OF DEATH [Enter only one cause per line for (a) 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {a). 


Yodel DUE TO 


Cenditions, If any, which b) 
gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last. {o). 


BETZ, 
10a. USUAL OCCO PATION (ite Inf oF 
during most of working life, even If fe 
Housewife 
13. FATHER’S NAME 


y the attending physician and complete! 


-transit permit. Then please remov 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT ELATED TOTHE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) | 19. WAS AUTOPSY” 
= —————ere 

ols ves] No 
= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part it of item 18. 
£ | OR CONTRIBUTING [] CAUSE OF DI 
© | (IF EITHER, NOTIFY MEOIGAL EXAMINER) 
3 | 20c. Time OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY Home, farm,| ZO1. (Clty or town) (County) (State) 
5 Hour a.m, White Not While factory, street, office bidg., etc.) 
= 19 at work[_] at work O 


that (I) (we) last 
Causes and on the date stated above. 


|" DATE SIGN 
ATTENDING MED. STAFF TZ me 
M.0. wd oirector [_] PHys. (7 Lod 


| ome ADDRE! 


23a. yi to ee 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or ie (State) 
oecify) 
Burial July 9, Great Meadows, Ned, 
24. FUNERAL-DIRECTOR i, Al DRESS 25a, REC'D BY REGISTRAR | 25b. TAL TRAR'S ia hee! 


ome JUL 7 1965 /oerbto Seep, 


— 
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: The law requires that the death certificate be executed within q hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 
TO FUNERAL DIRECTOR 


etely filled in by the funeral 
ithin 72 hours after de 


ve cathon papers. Pages 1 and 


ease rel 


transit permit. Then p' 


After this certificate has been signed by the attending physician and 


director, page 3 should be detached for use as the buri p , 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


VR A15 (4) 


15M 


4-64 


4 event, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, sale ND 


s 


MEDICAL CERTIFICATION 


~ 


| o9nS6 CERTIFICATE OF DEATH 12456 
7. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: nas before admission) 
a. COUNTY a, STATE b. COUNTY 7 
Carroll MARYLAND Maryland Allegany 
b. CITY OR TOWN (If outside cor, Teeny limits, ¢. LENGTH OF STAY IN 1b j) c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) * 
Sykesville Syrs.ino.l7days Lonaconing o/*x 
. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS ©. 1S RESIDENCE 
Springfield State Hospital Watercliffe yves(]_noK] 
3. NAME OF First Middie Last 4 DATE Month Dey ‘Year 
{ype or print) MARY LORENA BRODERICK DEATH JULY 29 196 
5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IFUNDER 24 HRS. 
: O va fast birthday) Months| Days | Hours | Min. 
Female White wipowep [-] DIVORCED {_] 2-2))-17 yrs. 
0a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
None - Maryland U.S.A. 
13._ FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
William Broderick Catherine Esther Stakem 
15. WAS DECEASED EVER INU.S. ARMED FORGES? | 16, SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) cpstatye war or dates of service) a 
No (none) Records, Springfield State Hospital . 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEE! 
PART I, DEATH WAS CAUSED BY: Bronchopneumonia oHsaT aera 
IMMEDIATE CAUSE (a) 
’ Several 
/ . DUE TO 5 W 
Genditlons-allt tanystwnich a Toxemia due to Bed Sores. Weeks 


gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last. {c) 
PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) |19. fe er 
CBS associated with an a we disorder with psychotic reaction. 


ves [] No fi} 


OCCURRED. (Enter nature of Injury In Part 1 or Part 11 of Item 18.) 


OR CONTRIBUTING] CAUSE ira EATH 
{If EITHER, NOTIEY- MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 200. PLACE OF TERY ores farm, 
Hour a.m. while Not While factory, street, office bidg., etc.) 
p.m. 19 at work L_] at work 


20f. (City or town) (County) (State) 


21. | certify that (this hospital) attended the decgay sed from_dune 12 19 to_Jnly 29 , 19465, that 4) (we) last 
2? and that death occurred at3z 5OM,.fha the causes and on the date stated above. 


saw the deceased alive = 
- 225, DATE SIGNED 


22a. 2 ee | 
A ve WA AAA mo. AR Boron CS, | July 29, 1965 


22c. PHYSICIAN'S ie ADDRESS 


NAME (Type) Tlse "ae M.D. Sykes 


23a. BURIAL, Leet | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 


24. FUNERAL DIRECTOR ADDRESS 3 j ans REC’D BY REI 


23d. LOCATION (City, town or Pig Gtate) 


REMOVAL (Specify Lonaconing, } 


GISTRAR | 25b. REGISTRAR’S S\GNATURE 
GEORGE EICHWORN _LONAGONING,ND. | allG herpes 


al 
2" 


pletely filled In by the funer: 
bon papers. Pages 1 and 


or removal, 


o 


transit permit. Then please remove ¢ 


ed by the attending physician and 
should be filed with the State Dept. of Health prior to burial, cremation, 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si; 


@ ] ¥ 
TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death, 
director, page 3 should be detached for use as the burial 


YR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Bie AN 


and in any evant) within 72 hours after de 


i at 
ee CERTIFICATE OF DEATH 12457 
1. PLACE OF DEATH 2. USUAL RESIDENCE ‘(Where deceased lived, If Institution: Residence before admission) 
a een a. STATE b. COUNTY. 
Carroll MARYLAND Maryland Montgom / 
b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate Ilmits, write RURAL and give néarest town) 
write RURAL and give nearest town) ‘y “| : 
Sykesville lyr.kmos.28dy$. Silver Spring ot 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) ‘Cc STREET ADDRESS @. TS RESIDENCE 
Springfield State Hospital 191) Glen eee Road yes} no(t 
3. NAME OF fe Month Day Year 
DECEASED First Middle Last 4. ps Month Day Year 
(Type or print) SUE ELLEN BUTZ DEATH 19 
5. SEX 6. COLOR OR RACE | 7, wARRIED [] NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE (in years | [FUNDER 1 YEAR|IF UNDER 24HRS. 
_ last birthday) /Months | Days | Hours | Min. 
Ferale White WIDOWED ff] pivorceo{]| 8-12-97 26? ~ 
10a. USUAL OCCUPATION (Give kind of work done] 10B. KIND OF BUSINESS OR Ti. BIRTHPLACE (Gounty & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY COUNTRY? 
Housewife Qun Home Maryland is ae 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
William W. Bryan Martina Robinson 
15. WAS DECEASED EVER INU.S. a aes 16. SOCTALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) = 
No | Unk. Records Springfield State Hospital 
18. CAUSE OF DEATH [Enter onl iT ) (b), 5 INTERVAL BETWEEN 
PART I. DEATH Saenivies Me Pigalle ae peel 
m "IMMEDIATE CAUSE (2) Septicenia Digg 
ae A DUE TO 
Conditions, If’ any, which )__Lnfected bedsores Weeks 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c) 


3 or: re eee ape Pg RTL BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENIN PART 1a) 19. WAS AUTOPSY 
B hr ond ¢, bra n gyndr ome asS0ce with cerebral arteriosclerosis, with yes ey no ae 
2] psychotic reaction 0 
= | 20a." ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part 11 of Item 18.) 
& | oR CONTRIBUTING [9 CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (tate) 
a Hour a.m, while Not While factory, street, office bidg., etc.) 
a 
= p.m. 19 at work at work 
21. | certify that (1) (this hospital) attended the deceased from__2=3=6)) 19 Pael-65 _, 19___, that (1) (we) last 
saw the deceased alive on___7=1-05 _19 __, and that death occurred RES coe the causes and on the date ay. above. 
22a. SIGN. E "9 22b. DAT val 
Cys ATTENDING 
Dees he nd (C_biktcror C1 Pas. See 
22c. PHYSICIAN'S mat apbRESS Springfield State AIM 
NAME (xP) Antonius Glahrg-w. D. | 


23a, BURIAL, CREMATION,| 23b. DATE THEREOF es NAME OF CEMETERY OR CREMATORY 23d. LOCATION Hay town or county) (State) 
eet me 


id = f 
ee ERY ater Ss 25a, REC'D BY REGISTRAR a REGISTRARS SIGNATURE 


jae ua wie 1. Pnsnde ae pring (id oad UL 6 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


082 CERTIFICATE OF DEATH 12458 


8. DATE OF BIRTH cy re thaay} IF UNDER 1 YEAR |IF UNDER 24 HRS. 
z a Hours | Min, 
April 6, 1920 48 % Months | Oays | Hours | Min. 


10b. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or foreign country) 
INDUSTRY 


5. SEX 6. COLOR OR RACE | 7, MarRieD [} NEVER MARRIED [_] 
male negro WIDOWED [-] DIVORCED {_] 


10a. USUAL OCCUPATION (Give Kind of work done 


3 
2s 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
est a. COUNTY eerroll a. STATE b. COUNTY 
ce MARYLAND Maryland Carroll 
oe b. CITY OR TOWN (if outside corporate IImits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate Ilmits, write RURAL and give nearest town) 
Bove write RU and give nearest town) . 
ae uy t ine . 
exe Westminster 2 days 17 Westminster 
fe ihe d-NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS @. IS RESIOENCE 
2S / 4 / ON A FARM? 
Sas Carroll County General Hospital 20 Charles Street vesL} nok] 
3s = 3. eeeaeee First Middte bast 4, parE Month Day Year 
2 < (Type or print) MAJOR COOK DEATH I (Seen bor 
5 
=, > 
ee 

3 

= 


dse remdye carbon 


12. CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 


: laborer construction work) Baskerville, Virginia U.S.A. 
oo. 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ee Major W. Cook Bessie Belle Floyd 

5 
Az 15. WAS DECEASED EVER INU.S. ARMED FORGES? | 16. SOCIAL SECURITYNO. | 17. INFORMANT ‘Address 
£6 (Yes, no, or unkown) | (Ifyes give war or dates of service) 5 
Ee -- -- 224-14-5287| Catherine Morse Cook same 

s ee 
Ze 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
25 PART 1. OEATHWAS CAUSED BY: Jo me METAR OLI Dosis We Nours 
£5 Fg) IMMEDIATE CAUSE (a) Te is ay a Be : 
Boe g/ 

~ DUE To 
Conditions, if any, which i Reure. ecuonottism i) 


gave rise to Immediate 
cause (a), stating the ‘DUETS . . 
underlying cause last. oO) LAENNEC 5 SyREHOSIS VBr0R £ 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOTRELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) | 19. ree AUTOPSY 


The Jaw requires that the death certificate be executed within g hours after death. 


factory, street, office bldg., etc.) 


Hour a.m. 


p.m. 19 at work] _at work 


After this certificate has been signed by the attending physicja 


director, page 3 should be detached for use as the burial 


z 
co 
8 a) ERFORMED? 
Als CARP IO MEE ALY Exivtoey  Wkwoww ves [4 not 
= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HO! NORY OCCURRED. (Enter nature of Injury in Part | or Part tI of Item 18.) 
& | on CONTRIBUTING [4 CAUSE OF DEATH 
& | GF EITHER, NOTIFY MEDICAL EXAMINER) 
3 | 200. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 1206, PLACE OF INJURY (Home, farm,| 207. (city or town) (County) tate) 
8 
a 
= 


While Not While a 


Page 4 may be retained by the hospital or attending physician. 


should be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL $ ATTENDING PHYSICIAN: 


= 21. | certify that () (this hospital) —_ the deceased from. if 19e3, to. 19237 that (I) (we) last 
S saw the deceased alive on. 2L> 1945, and that death occurred atZzo_M, from the causes and on the date stated above. 
i a TURE 24 | 22b. DATE SIGHED 
c bs x ~MED. i 
: Sees: Aus ARON too BEC betes 
2 225, PHYSICIAN'S 22d. ADDRESS 
S | NAME (Type) | 
=z 
2 232. BURIAL, CREMATION,| 290. "DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
cl 
e BYE? | 7/15/65 St. James Cemetery rural Ney Wit sor. arviand 
NERAL DIRECTOR 7 ADDRESS _ 25a, REC'D BY REGISTRAR | 25D. REGISTRAR’S SIGNATURE 
7 F 
mas Zieylro Yh, LEME: Ag me JUL 14 1965 pe 


\ 
. 


i 
eye carbon vol Pages 1 and 2 should 


in 24 hours afte 
fed in by the funeral 


ithi 


jan and complet 
nt, within 72 hours after death. 


jires that the death certificate be executed 


s 
4 
a 
a 
5 
= 
= 
e=s 
iB. 
2 
= 
c E4 
= 
z 
=z 
2 
= 
= 


be retained by the hospital or attending physi 
ECTOR: After this certificate has been signed by the attending physic 


director, page 3 should be detached for use as the burial-transi 


ATTENDING PHYSICIAN: 


death. Page: 


TO FUNE: 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and } 


TO HOSP 


VR AIS5 (4) 
15M 7/61 


ened 


Be! 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09083 CERTIFICATE OF DEATH 


1. PLACE OF DEATH . 2, USUAL RESIDENCE (Where deceased tived, If institution: Residenc: 


a. COUNTY BRROLL ee . “"“ELOR O/B a COUNTY DADE 


b. CITY OR TOWN {it outside corporate limits, ¢. LENGTH OF STAY IN tb i ¢. CITY OR TOWN (If outsida corporate fimits, “write RURAL and give neerest town) 
WN TO Ww town) 
Y, _— \@Weens | AamEsSTEAAD 47 u.5 
d. NAME OF HOSPITAL OR INSTITUTION (if not jn hospitel, give street eo! address) rand; a4 ADDRESS a saris a? RESIDENCE 
ON A FARM? 
tan : 58S 7tte SI. NW. 1s] nop 
3. NAME OF First “Middle Gj last v “ad “Month “Day 


Reem GUY JoskPH CooHsay’ | Tus Y fo 
9. AGE (In years |IF UNDER 1 YEA 


Sr. See 6, COLOR OR RACE/7. MARRIED [never married [] | ® DATE OF BIRTH 
last birthday) pert “Deys 


wiooweo[[] _vIvorcED Vad ee 7 - 190 eS ey yr. 


11, BIRTHPLACE (County & State, or foreign country) 


LUORY LBM) _ 


14, MOTHER'S MAIDEN NAME 


| FOR ROVER _ 


12, CITIZEN OF WHAT COUNTRY? 


Usp 


Wa, USUAL OCCUPATION (Give kind of work | Ob. KIND OF BUSINESS ORINDUSTRY 


eB, Pek life, even if retired) Own FBR 
GY Coe SSN 


"NAME 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgivewerordetesof service] i 


Bae 218 SY-GbG, rote COHKgen LN/ON TOWN fd 


. CAUSE OF * DEATH [Eniar only o ‘one cause per line for (e}, VAl 


‘end {e).) y INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY; © a oe. oe 
IMMEDIATE CAUSE (e) ofa ee . 3 cl 
¥ Ao if DUE TO Bb — 


Condilions, if any, which (b) 
gave rise to immediele cause 
(a}, stating the underlying 
cause last, (e) 


DUE TO 


3 ~ PART Il, OTHER SIGNIFICANT CONDITIONS Ci NTRIBUTING To DEATH BU BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INI PART Vel) 19. WAS A AUTOPSY 
PERFORMED? 

- 
SH hee * eta ** ves [] No 
© ]20e. ACCIDENT UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Pert Il of item 1B.) 
& | OP CONTRIBUTING [] CAUSE OF DEATH 
& [UF EITHER, NOTIFY MEDICAL EXAMINER) | 
3 20c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, , 20f. (City or town) {County} (Stete) 
S aceRern Whils __ Not While factory, street, office bldg., atc.) | 
Fd Seas 19 at work ["] at work [_] 

. 1 certify that (I) (this hospita}) attended the deceased from. DL to that (I) 4uso)test 


saw the deceased alive on. , and that deeth occured PA from the causes and on the dete stated above. 
‘22e. SIGNATURE 22b. DATE 


a a | ATTENDING MED. STAFF SIGNED 
Lt, ¢ 4 vA naz mo. | PHYS. pimector [] PHYS. [ Zz Lisa 


22c. PHYSICIAN'S | 22d. ADDRESS 


Nai Ce) ME ROBERTSON LN pant bl ann fh terns dtrifeg 


23. iat Aa DATE THEREOF . ic. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) a, z “(Stete) 
specify) 
2. JOLY AP SK an PET Me Dis __\W 6 ToW A Le 
;GISTRAR'S 


24 v1 LP DIRECTOR'S SIGNATURE ‘ADDRESS 4 
ry Le. howe bP eI DATE 
athe ee oe Se 


oh 


Pages 1 


i mpletely filled in by the funeral 
e ve\ carbon papers. 


ant 
cremation, or removal, and in any event, within 72 hours afte, 


ransit permit. Then plea 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL OIRECTOR: After this certificate has been signed by the attending physic! 


director, page 3 should be detached for use as the bur 


TO HOSPITAL é P.. PHYSICIAN: The law requires that the death certificate be executed within € hours after death, 


should be filed with the State Dept. of Health prior to burial, 


VR AL5 (4) 
15M 4-64 


iw) 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09084 CERTIFICATE OF DEATH 24 
1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
Tes a state Maryland b.countyBaltimore city 
Carroll MARYLAND . 
b. CITY OR TOWN (If outside cor) Fores limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporete limits, write RURAL and give nearest town) 
“3 RURAL end “ nearest town) / g d / 
ykesville Mo Sde Baltimone Foal" 
d. AED OF HOSPITAL OR INSTITUTION (if not In hospital, give street addr d. STREET AODRESS e [a is 
Springfield State Hospital 300 W. Ianvale St. et rani 
3. NAME OF First Middle Last 4. DATE Moni y Year 
OECEASED + ol ot 
(Type or print) Robert Shipway Costello oe way 3 5 
5. SEX 6. COLOR OR RACE | 7. mARRIEO A NEVER MARRIEO[] | 8 DATE OF BIRTH SAGE (in ary TFUNDER 1 YEAR|IF UNOER 24 HRS, 
¥: 5 si ay) |Months | Oays | Hours | Min. 
Fale white WIDOWED oworceo{?]| )—2 jai. a ss 
10a. USUAL DCCUPATION (Glve kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or of Foreign country) } 12. CITIZEN OF WHAT 
during Mosfos working life, even If retired) INOUSTRY Virg rinia COUNTRY? 
oue 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Corban Costel10 Anna Dodge 
15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYND. | 17. INFORMANT 
(Yes, no, or unkown) | (If yes give war or dates of service) Springfield Hos pital Reecen “Sykesville , Ma 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
A e ONSET AND DEATH 
Vn OOM HPRRE For advanced Tuberculosis Years 
OOF: OUE TO 
Conditions, If any, which (b) 


gave rise to Immediate 

cause (a), stating the QUE TO 

underlying cause last. (ce) 

PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONOITION GIVEN IN PART 1(a) 
Passive aggressive personality 

20a, ACCIDENT WAS UNDERLYING 


DR CDNTRIBUTING [) CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year 
Hour a.m. 


19. WAS AUTDPSY 


PERFORME 
yes [] NO 


(Clty or town) (County) (State) 


20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Pert I1 of Item 18.) 


20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, 
while Not While factory, street, office bidg., etc.) 
at workL_} at work LJ 


21. I certify that (I) (this hospital) attended the deceased from 1945, tocLuly 1957, that (0) (we) last 

saw the deceased alive on__JuJy 5 __19_GS., and that death occurred at_GamM, from the causes and on the date stated above. 
22b, OATE NED 

Peak. HB" Narn OSE pal P=? 

22d. ADDRESS 

dulian R. Radzykerryez, “.D. Sykesville, Maryland 

BURIAL, it Goel | 23b. OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY Re 23d. LOCATION dtl or county) (State) 


ores 7- 7. 2 ond. Va : 


R BOE 
25at REC'O BY R fails 3 REGISTRAR’S SIGNATURE 


owe JUL 7 fCbentea Jordan 


20f. 


NAME (Type) 


—_, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


é es CERTIFICATE OF DEATH 124 
3 SEs be ih neh 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
= : @. STATE b. COUNTY, 
= 272 Carroll MARYLAND Maryland Carroll 
eee B. GITY.OR TOWN (F outside corporate Timits, ©. LENGTH OF STAY IN Ib || ¢. CITY OR TOWN (if outside corporate limits, write RURAL end glve nearest town) 
S 2 
aes Westminster 5 Days { Rural, Westminster 
3 3 ae d, NAME OF County INSTITUTION (if not In hospital, give street address) |) d. STREET ADDRESS 6. TS RESIDENCE 
= ~ 
= Sas CarroiljGeneral Hospital Westminster, Md, R. D. 1 ves] now] 
s ry = ee a First Middle Last 4 Jas Month Day Year 
2 3, 
£ 33 || ype or print) Oliver Luther Crouse DEATH o> 1965— 
/\ 5. SEX 6. COLOR OR RACE DATE OF BIRTH 9. AGE (In yeers [IFUNDER 1 YEAR|IF UNDER 24 HRS. 
3 & £ Ss? 7, MARRIED [_} NEVER MARRIED [7%] an irthday) pontine’ bare | Gionreninttd 
& EES Male White wipowep [] pivorceo(]| Nov, 11, 1897 67 —soyrs. | 
ae oe 10a. USUAL OCCUPATIDN (Give kind of workdone| 10b. KIND DF BUSINESS OR IL. BIRTHPLACE (County & State, or forelyn country) | 12, CITIZEN OF WHAT 
2 $3 during most of working life, even ff retired) INDUSTRY UNTRY? 
2 285 Laborer Canning Factory Carroll County, Md, odele 
§ £o9 13. FATHER'S NAME 14.” MOTHER'S MAIDEN NAME 
5 pee A. Prank Crouse Blizabeth Sharrer 
je ° 
Supe 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
= 22 Ss (Yes, no, or unkown) | (If yes give war or dates of service) 
s “5S 21201488210 | Mrs. Airy V. Sish, Westminster, Md, ReDel 
ons 
a £38 18. CAUSE DF DEATH [Enter only one cause per ljery for (a), (b), end (c).] INTERVAL | Bere 
ra 23 PART I. DEATH WAS CAUSED BY: (2 
g8u85 ate IMMEDIATE CAUSE (a). : 
be as ‘= 74 DUE TD F 
Ze2n55 Conditions, If any, which © Cb rch Ata 
=O aa ave rise to Immediate ) 
530 Sao g u 
ss 22> cause (a), stating the DUE TO 
= 52 ee of underlying cause last. (c) 
SEeo8 & | PARTIT. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(@) 19. WAS AUTDESY 
o ove 4 
£5 srs s YES no [] 
25522 = | 20a. ACCIDENT WaS UNDERLYING a] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Part II of Item 18.) 
Sa tus & | OR CONTRIBUTING [) CAUSE OF DEATH 
Sg SE. © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Pal 
Ee fess % | 20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,] 20f. (city or town) (County) ‘Gtate) 
ae Se 5 Hour @.m. while’ Nocwnile factory, street, office bldg. etc.) 
> a 
e225 2 bam. _1s__lat work] et work [1] 
22 32 21. | certify that (I) (this hospital) ass the deceased fro 1 19 2S, that (I) (we) last 
Esess saw the deceased alive 0 2 >-_19.65 _, and that death occurred at““Z"M, from the causes and on the date stated above. 
Sane 22a. SIGNATURE 226. DATE SIGNE 
Pes 3 ca ae, bg ATTENDING MED. STAFF | y, 
aE eee SACL feEtocto SS mp. PHYS. 1“pirector [] Pays. C) 2-2-1658 
Seaes PHYSICIAN'S 22d. ADDRESS 
5 GS e) Vincent J. Fiocco, dre, M.D. Westminster, Md, 
eo Z3e 
=e Res 730. BURIAL SE Sen 23d. DATE THEREDF 23c, NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town or county) (State) 
o ad ec! 
ae a Be 7/25/65 Kriders Cemetery « Westminster, Carroll asi 
a . 7° ‘ADDRESS 25a. iii y EF 25 FRECISIRAES SI vi Fj 
VR A15 (4) Littlestown, Pa, 
15M 4.64 et ee) PATE 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


The law requires that the death certificate he executed within : hours after death. 


YR A1S5 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
poate OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


_ 


= CERTIFICATE OF DEATH i24 
s 4 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, if Institution: Resldence hefore admission) 
yaks @. COUNTY a. STATE b. COUNTY 
2538 Carroll MARYLAND Maryland 
Sos b. CITY DR TOWN (if outside corporate limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TDWN (if outside corporate tmits, write RURAL end give nearest town) 
Bese write RURAL and give nearest town) 
iene Sykesville years Baltimore alts} soot 
z oa d. NAME OF HOSPITAL OR INSTITUTION (if not in hospltal, give street address) || d. STREET ADDRESS 6 ae 
=a . * : 
cas nS Springfield State Hospital 100 Rest 22nd Street yes(_]_nofy) 
S55 3. Seraera First Middie Last 4. oa Month Day Year 

a 
es2 (Type or print) Mary Dorothea Deck DEATH 10 19 
825 5. SEX 6. COLOR OR RACE | 7, mARRIED [_] NEVER MARRIED[ || ® DATE OF BIRTH 9. AGE In ou TF UNDER 1 YEAR|IF UNDER 24 HRS. 
= S Months] Deys | Hours | Min. 
q2q Temale White | _wioweo [Zz] _pworcto(}| 126-1869 ys. 

= 10a. USUALDCCUPATIDN (Give kind of workdone| 10b. KIND OF BUSINESS OR Tl. BIRTHPLACE (Courity & State, or foreign country) | 12. CITIZEN OF WHAT 

2 during most of working life, even if retired) INDUSTRY COUNTRY? 

a5 Housewife - Maryland USA. 

os 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

SS 

ee Nerman Buschman Mary Cramer 

a 15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
= 
£5 (Yes, no, or unkown) | (If yes give war or dates of service) 
E No None Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for BSUINS (by, and (6). TNTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: GE soar & rapes ep tes rrape Url ~Sadecese 30 ya 


DUE TO 


ae 


Conditions, If any, which (b). 
gave rise to immediate 

cause (a), stating the DUE TO 
underlying cause last. 


{c) 


Po 
8 
‘3 a= 
Ch eg 
ie Bes 
ree. 
2 oad 
2 28 & | PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART1(e) (19. WAS AUTOFSY 
3 5 — 
5238 olf ves [] NOE] 
Sese= ~ = 208, ACCIDENT WAS UNDERLYING E]_ | 20b. DESCRIBE WOW INJURY OCCURRED. (Entor nature of Tnjury In Part 1 or Part 11 of Item 18.) 
oS 
g 22 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
253 
2 2a z 20c. TIME DF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 20e. PLACE OF INJURY (Home,farm,| 20f. (City or town) (County) (State) 
a 2 a Hour a.m, factory, street, office bide., etc.) 
2 a While -— Not While 
(eae 8 = p.m. 19 at work at work | 
Suze 21. | certify that () (this hospital) attended the deceased frm_Cept.14 19 to_ July LO, 1965, that (0 Gua last 
SSes5 saw the aes alive 01 19-65, and that death occurred atf_A.M, from the causes and on the date stated above. 
SSS SI | 2b. DATE SIGNED 
2 ATTENDING MED. STAFF 
#528 ALE iu mp. PHYS. (1 _birector [1] Pays. July 10,1965 
82°35 220. PH da! 22d, ADDRESS 
eQ 
=Be= | 27) Wag 
2 Zoe 
Shes 23a. BURIAL, CREMATION, 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
ods REMOVAL (Specify) 


| | 23b. DATE THEREDF 


i. W. Jenkins Re CG \ 905 Yor xk Ra B 1¢ 25a, REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
e: Ss ons Oe or. ° a, 4s 
pon ’ SdJL 12 1965 probes Jorge 


MAKTLAND STATE DEPARIMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, bese 


09087 - MEDICAL ie eee EO) ATE © OF DEATH ; 12463 


7. PLACE OF DEATH ™ “a a ak 3) 


AL 


iL FOR 
Feat DEPT. | 


ID! ete (Where Tecensed lived, If Indilulloni Residence be 


Or a. COUNTY a, STATE b. COUNTY 
tea? CARR o/I Tate | Md. Cag pol | 
Pre = es city OR TOWN (if outsi orporate limits, ¢, LENGTH OF STAY IN 1b \ c. CITY OR TOWN {If outside corporate a write RURAL and give neerast town) 
gSs8 write RURAL ang givg nearest lown) 
y tag - 
fesse | Rura/ ye esui Ile. - Packie Sokesui ii “i” 
eo 62 3 d. NAME OF Toh L OR INSTITUTION {it not in hospital, give sireet eddress) W d. STREET ie IS RESIDENCE 

S89 ip ] Bb ON A FARM? 
@::: Ro 3 hw Kond 

ied 

ss AX &) ‘bee ad (at. 26 | MAR lw () | ves [1] NO Ba 
Ay a i 3. Deeeh ies First a Last 4, ooaE Month 13 Yeer 
BOs ‘D | 
== == 3 [T¥Bs onbrini) KA VIE DOK E- SERTH J Soe 
a 5. SEX 6. COLOR OR RACE! 7, MARRIED GQNeveR MaRRieD [] DATE OF BIRT, ¢ AGE (In years |f UNDER 1 ig F 
BR | o¥ + ee SES Deys | Hours 
ses Fe nh Ce wipoweo [_] —ivorceD [] May: x git yr. | 
Soi ess TOa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | ae yr or foreign ORR [ 12. CITIZEN OF WHAT COUNTRY? 
Sagat donesdfiring most of working tife, even if retired) | U ay 
oy fe. 
reece buse ute Afome. Aeuland A ‘ 
£m ae 13. aks S NAME Ve nll! 'S MAIDEf NAME 
zagaqo | 
eee OE Bowman er 
£6654 . | ene. t, hus 
2 ase: 15. WAS pale ads IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. Pee ‘Address 
zoe (Yes, no, or ee \" yesgivewarordalesof service) 

a — é = Syk The 7 
BEsge Se ee a fg eSgre Wn HHeker Kes v1 lhe, Me 
a= 7 os ie. aE OF DEATH [Enter only one cause per line for pies ae by, end (e), INTERVAL BET Nl 
geres PART I. DEATI leeded 

=s# . DEATH WAS CAUSED BY: 
$5252 IMMEDIATE CAUSE (a) DS css ; 
c ol , / 
23: - Lia) bur 10 
3563 3 Conditions, if any, which (b} 
Son 0.5 gave rise to immediate cause —— -_ 
SEs ea (0), stating the undertying ( PUETO 
Seevsé cause last. 0, 
=f $ ye Z| PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN In IN PART ne) 19, WAS AUTOPSY 
Sates 9 revoumre 
298U5 S$ | ves [] no [} 
ES SUA ‘| 
e255 i | 20a. EXTERNAL CAUSE WAS 20b- DESCRIBE 
eezees & PAAR I conTaeuTING | Bex 5 doen 
Hors & | cause of DEATH. | 
Zeer’ po Eee - Ae 3 = 
Be5o95 S| 20c. TIME OF INJURY Month, Day, Year Tl Sa rtk (County) (State) 
2 Een r=4 Hour 8.m. rales Not Wife 
Holes : Zi Zo p.m. Fu gh jat work [_] at work 
aye £05 1. I certify that | tool eae of pout remains pons a i ab, |B, and in my opinion 
= H 
Osue death resulted from: 4 pkisont I [ Suicide [], Homicide [], Undetermined manner [7] 
Pee 

2A3 

a 

age 

ws 
Se 
ae 
Or 
a 


‘ CHIEF MEDICAL EXAMINER 
ACTUAL or 
@ Sra Aane k te ASSISTANT MEDICAL EXAMINER [_] JOP s _— 

23 3 rickweentd ie LBS MEDICAL eae r 

x . 
2? oz NAME (Type) d). len either BS Coit. rcctljed 
S $2 ; 22a. BURIAL, iT? DATE THEREOF NAME OF ata OR ae dete, LOCATION (Ciiy, a, ‘or country) Wa 

2 Pome ly (Specify) 0 

+t 

98 al | 7- /6- 6s Topps ville Cemee Bhool Ce 


oor JERAL Dit VW 24p. REC'D BY REGISTRAR om g GISTRAR’ 'S SIGNATURE 
al ol tity Di Yd. \JuL 19 1965 | spe 


2 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


that the death certificate be executed within : hours after death. 


21. { certify that (1) (this hospital) attended the deogas sed from__5=10=65_, 1 19___, that () (we) last 
saw the deceased alive on__(722 ___19, and that death occurred at_—°_M, from the causes and on the date stated above. 


22a. it~ of 


a 09085 CERTIFICATE OF DEATH 12464 
r 
2 52 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlstion) 
ese a. COUNTY a, STATE b. COUNTY 
Eee wy ofaRE eat MARYLAND Maryland ran weem 
20 b. CITY outside ey limits, ¢. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
BE B write RURAL ed give nearest town) Wen le day . : 
= 2 S35 eel on STITUTION UF Nat TW RUSpTS-GCSTSST RAGES Baltimore i 
Zz g = Z OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS e. Lange 
sah, 5 
eas / Springfield State Hospital 4817 Reisterstown Road 15 | ves(] nol 
s5= 3. NAME OF First Middle Last 4. DATE Month Day Year 
bit =t DECEASED OF 
B8e (ype or print) MYRTLE ANGELINA DURST DEATH July 22 19 65 
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9, AGE (In years | FUNDER 1 YEAR|IF UNDER 24HRS. 
2 ; 7. MARRIED [“] NEVER MARRIED [_] fast birthday) S lamon thn seve |i Houres amihah 
E = Female | White wiboweD pivorceo[]| 8-18-92 
a4 10a. USUAL OCCUPATION setre kind of workdone| 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, 12. CITIZEN OF WHAT 
QL during most of working life, even If retired) INDUSTRY COUNTRY? 
258 Cook. oon Maryland WeSickie 
S28 13. FA NAME 14. MOTHER’S MAIDEN NAME 
me2o 
SPE Albert Fitzwater Florence White 
Bis 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT. Addre 
Ze Ss (Yes, no, or unkown) ee ee ae Records Sykesville 9 Md. 
wee No 212-12-8 i loupital 
P=] wa c= 18. CAUSE OF DEATH a a one cause per Iine for (@), (b), and (c).] Ta a 
eBes PART |. DEATH WAS CAUSED BY: + jon eon sm: “S a " Pinutes 
BUSs IMMEDIATE GAUSE (a)__ACUte pulmonary embolism, source unknown. a 
2 22 x 
2 Be ¢ DUE TO ae Au ache os thendiie, Hee was r 
Bus Conditions, If any, which o__Rheumatic and arteriosclerotic hear iseases Years 
a So gave rise to immediate 
= Se cause (a), stating the ( DUE TO 
52s underlying cause iast. (e). 
& Sa S PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) |19. ere lea 
@2o e i a es 
secs (8 ves Gg NOT) 
ee E 20a. ACCIDENT WAS. WB a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Pert I or Part I! of Item 18.) 
Psd & | OR CONTRIBUTING [9 CAUSE OF DEAT! 
of © | (IF EITHER, NOT! EDICAL EXAMINER) 
2s z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Le 5 Hour a.m. White Not While factory, street, office bidg., etc.) 
es Fy p.m. 19 at work[_] at work L| 
bah =] 
F 
2 
Cl 


22b. DATE SIGNED 
_ feat ps.ctain, un MOC Bie) HAL i| Judy 22, 1965 
22d. ADDRESS Springfield State Hospital 


———_—Sykesvi 110, Many and 
| 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 
7 REG vette "5 SIGNATURE 


22c. meee 
(Type) 


should be filed with the State Dept. of Health prior to burial 


Page 4 may be retained by the hospi 


TO FUNERAL DIRECTOR 
director, page 3 


ed (Specify 


24. FUNERAL DIRECTOR ' 
vr ais (4) © “ee , 


23a. BURIAL, eer | 23b. DATE THEREOF 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
nOORS STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mea 5 
J 


CERTIFICATE OF DEATH 


= 
Kg 
22 k eee pena 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
oo Carroll Bs Gite “STATE Maryland => UN’ Washington / 
={n 
28 B. qe a ‘Gf eutside corporate Timi, ¢. LENGTH OF STAY IN 1D || ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
—" Rura. esvilie 10y. 10m. 254. Rohrersville 2/¥- 
z g d. NAME OF “Sk OR INSTITUTION (If not In hospital, give street address) |) d. STREET ADDRESS 8. ae 
28 ‘ 
bal Springfield State Hospital --- ves] nol? 
z 4 a: Les a First Middle Last 4. oes Month Day Year 
3 
Ze (ype or print) Annabelle = Eakle pa 7 12 4965 
Bo 5. SEX 6. COLOR OR RAGE | 7, MARRIED [-] NEVER MARRIED [] | & DATE OF BIRTH 8. AGE (In years | IFUNDER 1 YEAR IF UNDER 24HRS. 
; ‘ st birthday) | Months | Days | Hours | Min. 
: female white | wioowe pt] vivorceo-]| 1/4/1884 | i rae cee ie Hours ] Min, 
“an 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or forelyn country) | 12. CITIZEN OF WHAT 
= during most of working life, even If retired) INDUSTRY & 
gs ousewl -- Washington Co., Md. USA 
ges 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
pe John Violet unknown 
ee GF, WAS DECEASED EVER INU-S. ARMED FORCES? 16. SOGIAL SECURITY NO. | 17. INFORMANT ‘Address 
‘s }, No, jar or dates of service. : : . - 
BE no | unk. pringfield Hospital records, Sykesville 
2° 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
Be PART |. DEATH WAS CAUSED BY: Nae RDI 
=e VE aig: cause ()_—Mesenteric thrombosis 0.) Dae 
3 


4 /@ DUE TO 


Conditions, ‘ any, which o__Chronic rheumatic heart disease Years 
gave rise to Immediate 


cause (a), stating the ¢ DUE TO 
underlying cause last, (c) 


PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTI: ‘0 DEAT! Ens nF ae y ee ie Tene ore GIVEN INPART1(a) 19. WAS AUTOPSY 
Chronic brain synd: PERFORMED? 
‘cerebral arteriosclerosis Tink payenstie retii te. Yes Fx) No [7] 


20a. ACCIDENT WAS UNDERLYING th. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
OR CONTRIBUTING (7) CAUSE OF DEATH 
(IF EITHER, NOTI! IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


20d. INJURY OCCURRED 


While Not Mauls 
at work[_] at work 


20¢, PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


that %# (we) last 


rom the causes and on the date stated above. 
22b. DATE SIGNED 


ATTENDING MED. STAFF 
M.D, PHYS. (1_pirector C]_ Pays. | 2 /12/6 2 


\~* _, and that death occurred Pears 


saw ae deceased 
22a, SIGNATURE 


S. 
220, PHYSICIAN" 22d. ADDRESS Springfield State Hospital 
eres pring a ospita 


rector, page 3 should be detached for use as the burial nD 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and\jn any evgnt, within 72 hours after de: 


oD. ARENGo Sykesville, Maryland 


23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


14-1968" 20 Sty Go. WA 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


2a. BURIAL, CREMATION, 
EMOVAL (Spectty) 


di 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 2 hours after death. 


VR A15 (4) X 
15M 4-64 


\ 


Ces 


ITAL @... PHYSICIAN: The Jaw requires that the death certificate be executed within @.. after death. 


Page 4 may be retained by the hospital or attending physician. 


‘JO FUNERAL DIRECTOR: 


“1 hose 


we 


= 
g 


mh 


thé funeral 


y 


b 


> 


filled in by 
ve carbon papers. Pages 1 


completely 


physician ani 


transit permit. Then please-rem; 


tificate has been signed by the attending 


director, page 3 should be detached for use as the burial- 


After thi 


ew 
3 


IS cel 


event, within 72 hours af 


din 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, 


) 


G 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09096 - CERTIFICATE OF DEATH 192RE 
. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
ela lt a. STATE |. b, COUNTY 
Carroll MARYLANO Maryland Carroll 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate [imits, write RURAL end give nearest town) 
,» Write RURAL and give nearest town) 2 
Westminster 5 weeks 27 Westminster 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) | fF STREET AQDRESS 6 PTE ce 
Carroll County General Hospital 617 Balto. Blv'd. ves(] nok) 
3. NAME DF 
DECEASED First Middle Last 4 as Month Oay Year 
(Type oF print) EMMA CELESTE ELDERDICE peatH JULY 8 1965 
5. SEX 6. COLOR OR RACE | 7, 1y, 8. DATE OF BIRTH 9. AGE (In years | FUNDER 1 YEAR |iFUNDER 24 HRS. 
Female | eee ARRIED fK] NEVER MARRIED [_] ie (FUNDER 24HRS, 


day) fers Days | Hours Min. 


July 30, 1888 | as 
U1. BIRTHPLACE County & eS ov foreign country) 


WIDOWED [_} DIVORCED [_] 


10a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even If retired) 


10b. KIND OF BUSINESS OR 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY 


housewife VanBibber, Harford Co. U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MATOEN NAME 
James T. Norris Celeste Davis 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


16. SOCIALSECURITYNO. | 17. INFORMANT 
(Yes, no, or unkown) as San 


Lloyd WO} Laepyy 


18. CAUSE OF DEATH [Enter only one 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE fa). 
fo 7 2% 


Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the ( OUE TO 


VAL BETWEEN 
ET DEAT! 
pm 


undegtying cause last. (of \ 4 “3 
= 2 — “sh re = ad 
S [OSRT iY. OTHER SIGNIFIZANL CONDI YJ OVS CONTRIBUTING TODEATH BUT NOT RELATED iH RMUNAL DISEA OBD IT! NPART 1(a! 19. WAS AUTOPSY 
= La j tb, Ui, nore) i! I ao} 2 Pee; " PERFORMED?, 
ra ee ah AMS PAW LEMME fps LA bp LALA AL ves} No FY 
= | 20a. ACCIDER IDEREYING 1 J 200. “DESCRIBE HOW INJURY MCCURRED. (Enter natdfept Injury In Part | or Part {1 of Item 18.) 
§% | OR CONTRIBUTING [} CAUSE OF DEATH (/ 
© | (IF EITHER, NOTI EDICAL EXAMINER) & 
z 20c. TIME OF INJURY Month, Oay, Year (| 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. White Not While factory, street, office bidg., etc.) 
3: p.m. 19 at work at work 


ended the dece from fi Z_& 
19), and that death oceurr 


to7Z 2, 187) | that () vob-last 
, from {he causes and on the date stated above. 


2 Sancta) 
burial | 7/11/65 Westminster Ceme tery Westminster 5 
24... FUNERAL DIRECTOR ADDRESS a C’Q BY REI 250 REGISTRAR” 
~ yy . { 
Ae Aeypre  Libepraiielice 2A, olL 2 Bos | free 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


VR AIS (4) 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: Alter this certificate has been signed b: 


"(a 


ws. Pages 1 and 2 shi 


in 72 hours after deat! 


completely filled in by the funeral 


and in any even’ 


yy the attending physician 
Then please remove 


-transit permit. 
I, cremation, or removal, 


director, page 3 should be detached for use as the burial 


be filed with the State Dept, of Health prior to burial 


20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH _ 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09092 CERTIFICATE OF DEATH 2467 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before edmission) 


e. COUNTY 
e. STATE b. COUNTY 
Carroll gee May lend Carroll 
b. CITY OR TOWN [if Saitide corporate limits, cc. LENGTH OF STAY JN 1b ¢, CITY OR TOWN (Hf outside corporate limits, write RURAL and give nearest town) 
write RAL ong ‘est toy ai , 
Rurai- ‘Kesville Life x Rural--Sykesville 
d. NAME OF tat! bi ‘OR INSTITUTION [if not in hospitel, give street eddress) | d, STREET ADDRESS tS RESIDENCE 
ON A FARM? 
R.D. # 2 Streaker Rde R.D. 2 ves [] No Bg 
M3. NAME OF First Middle ilaftaee | ESe DATE “Month — “Dey Year = 
DECEASED 
(Type or print) A DEATH 
s : L° larver.___ as 3 19 
5. SEX 6. COLOR OR RACE) 7, MARRIED ER] NEVER MARRIED [~] | 8- DATE OF BIRTH 9. AGE ia Yeors |FUNDERT YEAR| IF UNDER 24 HRS. 
lesl citer eys | He 


Months | Deys 


Hours Min. 


wibowe [_] bivorcen [_] 11,1 


We. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR ict 
done during most of working fife, even if retired) 


farmer _|__owner SiS A |S 
~) 14. MOTHER'S MAIDEN NAME 
Peyton Farver 


Zh» 


* RTHPL CE 1890 & Stete, or foreign country) 


12, CITIZEN OF WHAT COUNTRY? 


13. FATHER'S NAME 


Louise Conaway 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO,| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes givewarordates ofservice) 
_ | _ aan _none _\Mrs, Algy M. Farver, same_as a 
18. CAUSE OF DEATH {Enter only one cause per line for (e), (b), end (e).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART I, DEATH WAS CAUSED 
Arh ATI MEDIATE CAUSE fe|____COLOnary thrombosis, arteriosclerotic heart disedse 
4do 4 DUE TO 
a 
ae ‘ ee, ae ‘ f 5 Jan. 1965 
Conditions, if eny, which i) auricular fibrillation, cardiac failure, arthri- ee 
geve rise to immadiete couse 
{e), steting the un DEES: 
cause lest. ()_awvantia. July 3,_196: 
z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a)| 19. WAS AUTOPSY 
fo) eS PERFORMED? 
= 
3 YES Oo No ioe 
& 1200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pari t or Part Il of item 18.) 
& | OP CONTRIBUTING [] CAUSE OF DEATH 
& | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
%, = 
& | 20e. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED ) 208, PLACE OF INJURY (Home, form, | 20f. (City or town) (County) Grete) 
a Hour e.m. While __Not While feclory, street, office bldg., etc.) | 
2 19 at work at work ! 


2. I certify that (I) (this hospital) attended ws deceased from......JaTs aS 318” to.JuLy.... we 1905.2, that (I) (we) last 
., and that death occurred y As from the causes and on the date stated above. 


= Qa ATTENDING MED. STAFF Be StGNeD 
Fei mo. | PHYS. — [aq DiRECTOR [-] Phys. [] July 5, 1965 


22d. ADDRESS 


saw. the deceased alive-on..... SULY.... 
220. SIGNATUR! 


22. PHYSICIAN'S 
NAME (Type) 


Howard E, Hall, M. D. l 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cily, town or county) (State) 


f 


“SORTRE” | 7-6-1965 Morgan Chapel Co, Maryland —— 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 25. REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 
C.M.Waltz, Box 241, Sykesville, Md. call 7 Whrvbog Vedar, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AS (4) 
15M 4-64 


The law requires that the death certificate be executed within hours after death. 


Page 4 may be retained by the hospital or attending physician, 


TO FUNERAL DIRECTOR: After this certificate has been si; 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mee gy 


CERTIFICATE OF DEATH 


” 85 


i. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Resldence hefore admpésion) 
a, COUNTY a. STATE b. COUNTY 


Carroll MARYLAND Marland Baltimore City 
b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate wae write RURAL and give nearest town) 


write RURAL and give nearest town) 


eS Le a crrumrowrarraci Ramat eon | Paltimore 2oafe4 
|. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, give street address) || d. STREET ADDRESS @. 1S RESIDENCE 


ve carbon papers. Pages 1 and 


7S 
2e3 
25 
oS 
2e¢ 
> 
Sp S 
© 8s 
re = 
Zan ON A FARM? 
Ses /S incfi i 2818 Orleans Street #2) ves] _nofl 
SS 3. NAME OF First Middle Last 4. DATE Month Day Year 
© DECEASED 
e = (Type or print) _ DEATH 19 
8o$ 5. SEX 6. COLOR OR RACE 77, waRRIED [- =a /ER aR] 8 me OF BIRTH 9. AGE (in years] IF UNDER 1 VEAR|IFUNDER 23 ARS. 
rey last birthday) | Months] Days | Hours | Min. 
BAR a emale | Whi tie WIDOWED Gt DIVORCED {7} ES B96 69 yrs. 

=A rau usta BSS ear ron eet USUAL OSCUBATION Tevekina if wark done] 10b- KIND OF BUSINESS OR + BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
See during most of working life, even if retires) EP aacenieers e COUNTRY? 
psa House fe me ge Narvland Je) 
£23 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

ao 
2-5 Lp wlpsegh Rishon. Elizabeth Senft. 
By 15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIAL SECURITY NO, | 17. INFORMANT ‘Address 
25 (Yes, no, or unkown) | (Ifyes pive war or dates of service} 
a 4 No None __ospitel Records 2, 
Cas 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
Be PART |, DEATH WAS CAUSED B me. ‘ oh eee 
SS IMMEDIATE CAUSE (e) YE Snr And HAR 2 aot 
35 


len 


director, page 3 should be detached for use as the burial 


YG XxX DUE TO 
Conditions, If any, which 
gave rise to Immediate 
cause (a), stating the me 


underlying cause last. (). 
PART ||. OTHER SIGNIFICANT CONDITIONSCONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


ves[] No 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 

OR CONTRIBUTING (7 CAUSE OF DEATH 

(IF EITHER, NOTI EDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 

p.m, 


20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 


factory, street, office bldg,, etc.) 
while Not While L 
at work L_] at work oO 


MEDICAL CERTIFICATION 


19 


should be filed with the State Dept. of Health prior to burial, cremation, or remova 


21. | certify that (|) (this hospital) attended the deceased frmU ©" * “7 _, 19 2, toil y 10, 1965, that (1) (ye) last 
saw the deceased alive on. 19-65, and that death occurred at om, from the causes and on the date stated above. 

22a. SIGNATUR| W/, 22b. DATE SIGNED 

adie be uo RE" Hieron ORE a0 tury 10. 196 
| 2s. PHYSICIANS 224, ADDRESS vlaly 9 
NAME (Type) Sam P. Wise 112 M.D. in 4 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or iar (State) 

REMOVAL (Specify) 

Buria 7/13/65 Gardens of Faith Cem Baltimore, 1 

[See = ral Howe ieee. gue 4 "O55" 3 eis R’S (SIGN. 
388 Tes. “Madison Ste’ j DATE ia ( 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ree 


29n93 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 12469 


couse lost. te) 


per 
@ Chief Medical Examiner's Office alos 


HEALTH 1, PLACE OF DEATH = 2, USUAL RESIDENCE (Where deceosed lived, If inslilutions Residence before « dmissi 
dete . COUNTY e. STATE b. COUNTY 
gas. Fis a> ce MARYLAND __Maryland at eh 
2 cme b. CITY OR TOWN (if outside corporete limits, ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporete limits, write RURAL end give neeres! town) 
o 
ry 3 SE write RURAL end give neerest town) . 
eiSte | Sykesville 11 _mo./23 das.|| Baltimore 21218 Sool 
Say a3 d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street eddress) d. STREET ADDRESS ~ [ @. 1S RESIDENCE 
io ON A FARM? 
ges /5| Springfield State Hospital 3511 Old York Rd. ves [] Node] 
ed = ef "NAME | oF First Middle Lost 4. DATE Month Dey ‘Yeer 
Bos ; OF 
Se is (Type or print) James Bowen FITZPATRICK  deatn July 10, 
30380 SEK "| 6, COLOR OR RACE|7. sappieD [KX] NEVER MARRIED []| & SATE oF sieTH r ]9. poems IF UNDER YEAR 
vu 2 Month: De Hi i] 
© Beas male white wipowED pivorceo [-] 8-1-1905 59 x. ee Fz | 
= mige = TOa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country] "| 12. CITIZEN OF WHAT COUNTRY? 
et oe 2 done during most of working life, even if relired) a 
28258 Railroad emp. retired Maryland UeSwAe 
S foes 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME i 
aos o> si * 
Soe2s Michael Fitzpatrick - dec. | Margaret ? —- dec. 
=e rome 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address a4 
Se 3S {Yes, no, or unkown) | (Iyesgivewerordetesof service) 
Begs no 705-10-9899 | Springfield State Hospital Records 
3= 2 os 18. CAUSE OF DEATH [Enier only one couse per line tor (0), (b), end (c).] ‘INTERVAL BETWELN 
aie 3 PART |, DEATH WAS CAUSEO BY, a . 4 pers ty oral 
eoshe 5, = _,)MMEDIATE Cause e)_ Massive intracerebral and subdural hemorrhage. | das./wks. 
S§e28 GOS 7 fio 
uv ~ 
= oO 
3: eu Conditions, if eny, which wi Skull fracture. | weeks 
5 a} geve rise to Immediele ceuse 
2: ol {a), steting the underlying ( CUETO 
§ 
5 
4 
i} 
8 
& 


Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lle), 19. WAS AUTOPSY 
s— 9 = ew PERFORMED? 
2 8 O|$|_ Schizophrenic reaction, chronic undifferentiated type. ves [] No 
‘a4 & | 20e. EXTERNAL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURED. (Enler nelure of injury in Pert | or Pert Il of item 18.) ery 
ae & | PRIMARY IX] or CONTRIBUTING [1] 
ze i [eer Steet Fell in bathroom striking back of head. 
= = bs INJURY — Month, Dey, Yeer | 20d. INJURY OCCURRED 2De. PLACE OF INJURY Hane, ey 20K. (City or town) (County) {Stete) 
= S | While __ Not White fectory, street, office bldg., etc. i 
S25 8062 6/15 _ 1p 65 |stwor C} stwert KE], Bathroom Sykesville, Carroll, Marylad 
3 21. I certify that | took charge of the remains described above, held an Autopsy | Inspection , — Inquiry . and in my opinion 
= = 
35 death resulted from: Natural causes Oo Acci is Suicide ish Homicide Oo Undetermined manner ia 


CHIEF MEDICAL EXAMINER oO 


ey CA A GSISTANT MEDICAL EXAMINER [”] DATE Joes ™. 


DEPUTY ME. AMINER 
W. Glenn Speichg, M.D. WE ee 


22b. DATE THEREOF 22¢% NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) 
RB REMOVAS ec) 


23, FUNERAL DIRECTOR 7/14/65 few (athedacl Cenet 
| John A, Moran, Inc, 2000_£,- LadAimone Ss ote 15 196 cra a aS 


ACTUAL i tL, 
SIGNATURE“ 


EXAMINER’S 
NAME (Type) 


Z2e. BURIAL, CREMAT 


a 


Health or its designated agent, 


4 should be forwarded to thi 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial 


TO DEPUT 
please exec: 


; REC'D BY RIGA om apt, 'S SIGNATURE 
VR AISME 


5M 1/62 


—_, 


by the funeral 
Pages 1 and 2 


in 


ly filled 
papers. 


move carbo 


and in any event wi 


ed by the attending physician and 
ransit permit. Then please rei 


|, cremation, or removal, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within @. after death. 


Page 4 may be retained by the hospital or attending physician. 


10 FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the burl 
should be filed with the State Dept. of Health prior to buria 


VR Al5 (4) 
15M 4-64 


hin 72 hours after deat 


MARYLAND STATE DEPARTMENT OF HEALTH 
ost ION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


& CERTIFICATE OF DEATH 124 vat) 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
a, CDUNTY a. STATE b, COUNTY 


Carroll MARYLANO Mary and Carroll 
b. CITY DR TOWN (If outside corporate limits, ¢, LENGTH DF STAY IN 1b || c. CITY DR TDWN (If outside corporate limits, write RURAL end give neerest town) 


write RURAL and give nearest town) 


Xx 
9 al SAE tran (if not In hospital, give street address) q ser ea went’ cher e. pyres 
; R.F.D# ves ]_no fx) 
\ 3. Bester First Middie Last 4. Bulg Month Day Year 
(Type or print) NOLA. S. FLEMING beaH July 20 19 65 
_/ [® 3& 6. CDLDR DR RACE | 7, MARRIED Be] NEVER MARRIED[_] | 8 OATE OF BIRTH 9. AGE (in fe ie Fae wm 


Fen A 1 e Whit = WIDOWED [] olvorceo [| 4 1892 ve yrs. 
10a. US! ICCUPATIDN een of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY CDUNTRY? 


during most of working IIfe, even If retired) 
Housewife Home Carroll Co. Md. U.S.Ae 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Rimer: Alice E 
15. WAS DECEASED EVER INU.S. sites FDRCES 16. SDCIALSECURITY ND. | 17. INFORMANT Address 
(Yes, no, or unkown) ee war or dates of service) 
5 Pi. 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ; = Ba a NL 
. IMMEDIATE CAUSE (a). Coronary Thrombisis 
Hf DUE TD 
Conditions, If any, which {b) Arteriosclerotic heart disease Jan._1965 
gave rise to Immediate 
cause (a), stating the ( OUE 1D 
underlying cause last. (c). Cardiac fai ure arteriosc erosis genera 7 J 
3 PART II. DTHER SIGNIFICANT CDNDITIDNS CONTRIBUTING TD DEATH BUT NDT RELATED TO THE TERMINAL OISEASE CDNDITIDNGIVEN INPART 1{a) |19. Peeraees 
2 SE ES ee Peary 
ois ves[] nD] 
& | 20a. ACCIDENT WAS UNDERLYING Ea 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
§& | OR CONTRIBUTING [7] CAUSE OF DEATH 
| (IF EITHER, NDTI IEDICAL EXAMINER) 
4 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 20e, PLACE DF INJURY(Home,farm,| 20f. (Clty or town) (County) (State) 
S Hour am. While —, Not While factory, street, office bidg., etc.) 
a 
= p.m. 19 at work at work 
21. | certify that (1) (this hospital) attended the deceased from__Jane , 1965_, to_July 20 , 19_65, that (1) (we) last 


saw the deceased aljve on. al) and that death occurred at____M, from the causes and on the date stated above. 
22a, SIGNATURE 5 22. DATE SIGNED 


ATTENOING -— MED. STAFF 

mo. Pays. &1 pirector CJ puvs. C}| July 21, 1965 
Ze. PHYSICIAN'S ea AODRESS 
S 


NAME (Type) Howard E. Hall ykesville, Md. 


23a. BURIAL ope | 23b. DATE THEREDF NAME OF CEMETERY DR CREMATDRY 23d. LOCATIDN (City, town or county) (State) 


Hee” | 7729765 


24. FUNERAL DIRECTOR 


C.M.Waltz Box 241 Sykesville, Md, 


—_ 


23¢, 


ADDRESS ja. REC'D BY REGISTRI 


X Ji 2.6 1965_ [onlay Joep 


sock, 


Pages 1 and 


letely filled in by the funeral 
jon papers. 


b 
vent, within 72 hours after de: 


= 


lease remove carl 
anys 


or removal, 


transit permit. Then 
cremation, 


o 


ficate has been signed by the attending physician and compl 
of Health prior to burial, 


I or attending physician. 


i 


should be detached for use as the buria 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed withi @. after death. 
led with the State Dept. 


Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certi 


director, page 3 
should be fi 


VR A15 (4) 
15M 4-64 


5 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03095 CERTIFICATE OF DEATH 19 


1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
a. COUNTY a, STATE b. COUNTY 


( A arve /[ MARYLANO J) land | Balti on, 
b. CITY DR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporete limits, write RURAL and give nearest/town, 
write RURAL and give nearest town) é, _ + 
ancl fhe Z 1s _J mes Laval — Kerk fenbZbe a 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospytal, give street eddress) || d. STREET ADDRESS ®. 1S RESIDENCE 
a lV) 4 . Ta ON A FARM? 

ici Let) Murs ing Aye LACM => yes) nol] 
3. NAME_BF First Middle Last 4, DATE Month Day Yeer 

DECEASED * OF 

(ype or print) f,dpa. Olev ‘ga ose vd | DEATH rary: 19°64) 
5. SEX 6. COLOR OR RACE TFUNDER 1 YEAR |IFUNDER 24 HRS. 


7. MARRIED ["] NEVER MARRIED 


wW hte wiboweD [7] OIVORCED [_] 


Oa. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 
INDUSTRY 


DATE OF BIRTH 9, AGE (In er 


March 3, 1876 | £7. 


es | Days | Hours | Min. 


‘LL BIRTHPLACE (County & Stat foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) ry ms COUNTRY? 


WLS Es 


use kK Lalh more Ce Dhary len 


& 
13, FATHER’S NAME 14, MOTHER’S MAIDEN 


-Dlkel Bhs os «| Mary Verge 


wane ead re hee UTR 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
5» 0, ‘yes give war or dal i at t i 
0 = , Irdeher recyds Min oheskr hed. 


18. CAUSE DF DEATH [Enter only one cause pey/ling foy (a), (), ond ( INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: p : aA ll 
: aia CAUSE (a) A 


DUE TO —_—— 
Conditions, If eny, which 0). ss y, y 
gave rise to Immediate 
cause (a), stating the DUE TO 


underlying cause last. (c). 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART (2) 19. WAS AUTOPSY 
= aeeEeENeeeaemt 
= 

2 ves) Noe 
= | 20a, ACCIDENT WAS UNDERLYI 20b, DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury In Part | or Part Il of Item 18.) 
& | 98 CONTRIBUTING CRUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) Gtate) 
a while t Wh factory, street, office bidg., etc.) 
ES p.m. 19 at Wore lat work z= 

21. | certify that (0 (this hqSpital) attended the dec asedirom_L/= 47-19 SF, to 194/ | that (I) (we) last 

Vd 


19@d_, and that death occurred at/2pM, from thd causes and on the date stated above. 


p> DAJE SIGNED 

ATTENDING py MED. STAFF 

wp. PHYS SDR piatcror C) bas. CH] Y% (ees 
if Jd 


22d. ADDRESS 


ws f Ld £2 Z 

23a af CREMATION, 23b. /DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY’ 23d. LOCATION (City, town“r county) tate) 
REN 0 

Burial nag July 26,1965 | Mt, Carmel Cemetery Parkton, Maryland 

24. FUNERAL DIRECTOR ‘ADORESS 


im. Cook-Brooks Towson ay eu 21204 
1050 York Road 


25a, REC’O BY REGISTRAR| 25b, REGISTRAR’S SIGNATURE 


pUL 29 Ceoribes Hoveigen 


al 


S 
\ ad 


S X 
TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within @. after death. 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 
obtge OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH t ¢ 


3 
E 53 1. Aoi NACL AAA 2, USUAL RESIDENCE (i ere deceased fived, If Institution: Residence pp aaa 
b. COU - 

278 MARYLAND Par MAttAr 
hn aS b. rie OR TOWN (if se crate limits, ¢. LENGTH OF STAY IN 1b || ¢. ) rect. outside ee limits, write RURAL and give nearest town) 
Bs 
283 | Uma a ae 

wen d. NAME OF bai OR | SOTTOR pee, not In, Woe ys stre a a Pe eee @. IS RESIDENCE 
23an Ob 6, y ON A FARMg 
eRe wth Le yes] No 
Sse 3 MAME OF gS a + Last 4, DATE Month a Year 

ry 

aypeorprny\D A/V U EE Ak DEATH 7 1965 

3 . SEX 6. COLOR OR RACE | 7, marRieD 8. DATE OF BIRTH 


NEVER MARRIED ea 9. AGE (In years JF UNDER ts al aa 24 HRS, 


WIDOWED’ DIVORCED {_] a7- id 5S oT ete | | si. 


pA ter 
iat USU: Caaes ead (Give kind of workdone| 10b. LA ete OR ni IRTHPLACE Macey lect State, f foreign country) | 12. CiTIZEN OF WHAT 


st of workingyIife, even If retired) A 
14, SMOTHER'S Mi " NAM 
2 
ae 


WAS DECEASED EVER INU.S. ARMED FORCES? » INFORMANT ; Address yd 
Gderisfh : Me wheal; 


s, No, or unkown) asf “debe es 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 “INTERVAL BEY BETWEEN 


ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: 2 DAYS As 
IMMEDIATE CAUSE (2) Aevre HER ie Lfa lect. E Po) 


F, fe af 

/ DUE TO : ) 
Conditions, Hf any, which w _LeTée 0 Seeeroric AWEpgE7T PSErse Vers 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c). 


lease remove 


fs 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and ik afff-@ve 


transit permit. Then 


certificate has been signed by the attending physician 


< 

ie 

SB oF 

2 Ss 

623 

— on 

£32 

Bas 

S na 

5 

Hee 5 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASECONDITION GIVEN INPART 1(a) 19. WAS AUTOPSY 

3 eee 

Ss. & BRONCHOPNEUM OWIA ves] No fc’ 
= & | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 

ate £ | OR CONTRIBUTING [) CAUSE OF D 

BSE © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 Z2 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
id =] S Hour a.m. while Not While factory, street, office bidg., etc.) 

B28 = m1, 19 at work at work {1} 

<x 73 = 

ee 21. | certify that (I) (this hospital) attendeg the dece pa: from. 22> ,196S7 tp_2/e% 195 that (W) (we) last 
See EM, 

$24 saw the deceased alive p 19 6S, and that death occurred aLZeM, from the causes and on the date stated above. 
3 Zo a: et ATTENDING ED. STAFF "5 ip ayy: + 
25 & whee (aeas Y pHs, CH pirector (]_ Puvs. C1} oY, 

s z a PHYSICIAN'S ie ADDRESS 

as | NAME (Type) if 3 

o =o OS a are 

= ze 2a. ROS pe | 23b. DATE THEREOF 3c, “ness OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 

P ae tht GNATURE 
a A 0 "DBY REGISTRAR 25b-, REGISTBAR’S @IGNA 
al cape Ue woes 

VR ALS (4) 2 aisle 
15M 4-64 onl Vi 


& 


—\~ 


y is necessary, = 


1 


MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR __09097 MEDICAL aXAMINER'S CERTIFICATE OF DEATH ~ 12473 
ALTH 1. PL PLACE OF DEATH Par ‘fe ibn eGo wdiliveds I irabtufegy Resltategeeleanmenneian 
° G e. STATE b. COUNTY 
Bs " CAgRo || manviano ; Cag eet 
=e b. CITY OR TOWN (it outside corporete limits, ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (Ii outside corporate limits, write RURAL and give mas town) 
Bs i write RURAL end give nearest aa | 
bite ose _ \ Rura/- Sykesville 
ao) 3 gs d. NAME OF HOSPITAL OR sui LI (it ‘ol in hos; give street eddress) d. STREET ADDRESS | . 1S RESIOENCE 
B Se, ’ ON A FARM? 
@i zt x | Aide de RY. 24) eae, Pond | vs CI so Ba 
aae \ | 3 these First Middle las 4, DATE Tat. Dey ear a 
te o1 
- ous (Type or brn Pane. S MAME at DEATH oy 43 18 és — 
tEn ) 5. SEX 6. COLOR OR RACE) 7, mapniED [_] NEVER MARRIED 4 AE oF SirTH * gee IFUNOERT YEAR) IF UNDER 24 HRS, 
8 hs) D 
& Fe male bol, _WwipoweD DIVORCED [~] A “ae H/ G7 menPalbaye |i Her hic an 
| 10a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR Ih ola 


ate should be executed wit 


Ps certificate, writing the word “pending” in pet 
id be forwarded to the Chief Medical Examiner’s Office along with form 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 


24 hours after death. If ay 
ive Pages 1, 2, and 3 to the 


PM3. Page 


doneyduring most of working life, even if retired) 


eLkee 


13. FATHER’S NAME 


| Oliver Does 


15. WAS DECEASED EVER IN U.S, ARME 
(Yes, no, of unkown) 


1 


m 18. 


FORCES? | 
(Ifyesgive werordelesof service) 


PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE [e)__ 


/ DUE TO 
Conditions, il eny, which (b) 


DUE TO 


isa to immediate cause 
stating the underlying 
cause lest, 


(c), 


"208. EXTERNAL ‘CAUSE WAS 
PRIMARY or CONTRIBUTING [] | 
CAUSE EATH. 


/20c. TIME OF INJURY — Month, Dey, Year 


MEDICAL CERTIFICATION, 


HE Zoon TULy/3 vls~ 


18. CAUSE OF DEATH PTenter ‘only ona cause Fe line for (e), (b), 


While 
at work [_] 


16. SOCIAL SECURITY NO.| 17, 


Mes. fossie Whi Haber Sykesville Me! - 


me 


| 14, MOTHER’S MAIDEN NAME 


A ACE (Stete or foreign heyy. 


‘12. CITIZEN OF WHAT COUNTRY? 


ASA. 


Katie Gowmnn 


INFORMANT 


21 cc bated Chul licetty, 


~ PART fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL "DISEASE CONDITION GIVEN IN PART 


Health or its designated agent, prior to burial, cremation, or removal, and in any event 


ACTUAL 
4 SIGNATY, 
5 4 EXAMINER'S 
oS NAME (Type) 
ba) pes BURIAL, CREMATION,| 22b. DATE THEREOF 
2 | Bien yal 
7 
a° ? 17-16-65 
we ane) ee 
VR AISME 
5M 1/62 


Hay Yn agld dys, ed 


(Abe y, 


Homicide © OO 


CHIEF MEDICAL EXAMINER je} 


asin ASSISTANT MEDICAL EXAMINER 


Address 


INTERVAL BETWEEN 


zhang ney 7) Ve 


“19. WAS AUTOPSY 
PERFORMED? 


yes [] No 


and in my opinion 


Undetermined manner oO 


DEPUTY MEDICAL mre 


CBSE 


| NAME OF CEMETERY OR CREMATORY ij 


| <p Ansusthe Cometeey 


ADDRESS 24 


22d, 


be D BY REGISTRAR 


" 19 1965 


~ LOCATION (City, town, or eit. 


Creroll 


rae DATE FW, V4 $= 
Ss ha 


nd 


peebee S$ AIGNATU! 


TO HOSPITAL OR ATTENDING PHYSICIAN 


: MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09098 CERTIFICATE OF DEATH 1DA7qG * 


1, Sr ee 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


= 


BQ 
ous 
ses 
ese Gecer oun a, STATE b, COUNTY 
2738 MARYLAND Maryland Carroll 
TEs b, CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
BES ,, Write RURAL end give nearest town) Wy s 
eS Westminster 3months estminster : 
z on d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 0. 18 RESIDENCE 
SeeGd / . 
ess Jordan's Rest Home {1 Lincoln Road yvesC] no&] 
28: 3. NAME OF First Middle Last 4 DATE Month Day Year 
SB = 
ese (1ype or print) SUSIE MAE GEIMAN DEATH == July 6 1965 
Sere 5. SEX §. COLOR OR RACE | 7, maRRIED [NEVER MARRIED [~] 8. DATE OF BIRTH 9. AGE ie ers | IF UNDER 1 YEAR |IF UNDER 24 HRS. 
female whit “ Ine day) "Months | Days | Hours | Min. 
= | e wipoweo [7] pivorcep[]|June 4, 1881 8 yrs. | 
eve J0a, USUAL OCCUPATION (Give kind of work done) 10b, KIND OF BUSINESS OR Tl, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
8 during most of working life, even ie retired) INDUSTRY COUNTRY? 
88 housewife also |factory worker) Virginia LOSS Oy 
a OS 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Henry Clay Sutton Emily Price 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (if yes give war or dates of service) : 
-- -- 45-20-9953 Harry A. Geiman Same 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 
PART 1. DEATH WAS GAUSED BY: = 
IMMEDIATE GAUSE (a). 
DUE TO 
Conditions, If any, which 0) 
gave risa to Immediate 
cause (a), stating the ( DUETO » 
underlying cause last. (c). 


INTERVAL BETWEEN 
ONS D DEATH 


The law requires that the death certificate be executed within . hours after death. 


Page 4 may be retained by the hospital or attending physician, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph 


3 PART II. OTH SIGNIFICANTCQNDI (ONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DI; CONDITION GIVENINPART 1(a) |19. WAS AUTOPSY, 
3 ¥ 
ols vu yes] NO eb 

rs = 

i | 20a. ACCIDENT WAS UNDERLYING 20b. ED. (Enter nature of Infury In’Part | or Pert Il of Item 18.) 

6 | OR CONTRIBUTING (7) CAUSE OF DEATH 

© | (IF EITHER, NOT! EDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 

Ss Hour a.m. while Not While factory, street, office bidg., etc.) 

a 

= p.m. at work at work oO 


ndeq the deceased from Vis Ae 2. fi 1919S that (1) (we) last 


1 and that death occurred at aM the dadses and on the date stated above. 
ty, )ATE SIGNED 
Agcy uo. RM” Nin SAE | 


ans y 
mon E Reese, slk 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 
jeadow Branch 


DDRESS 


director, page 3 should be detached for use as the burial-transit permit. Then 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


id. LOCATION (City, town or county) (State) 


ee Westminst« 
25a, ” REC'D, BY REGIS 25D REGIS IGNAJURE 
SOO OR | eens bee 


burial | 7/10/65 


INERAL DIRECTOR ADDRES; 
PE PA Gorr DEL 


VR A15 (4) 
15M 4-64 \, 


\ 
2) 


by the funeral 


Pages 1 and 


In 


filled 
vent, within 72 hours after dea 


e~carbon papers. 


-transit permit. Then please rej 


quires that the death certificate be executed within @ .. after death. 
burial. 


Page 4 may be retained by the hospital or attending physician. 
After this certificate has been signed by the attending physician and completely 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


director, page 3 should be detached for use as the 


TO FUNERAL DIRECTOR 


VR A15 (4) 
15M 4-64 


as 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09098 CERTIFICATE OF DEATH 12474 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admjéslon) 
a. COUNTY a. STATE b. COUNTY, 3 r 
Carroll MARYLAND Maryland timore City 
b. CITY OR TDWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and glve nearest town) 
write RURAL end give nearest town) 
Sykesville Liyzs.1lOmos. 3dys. Baltimore [-4 
d. NAME DF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS e acne 
Springfield State Hospital 2911 Fait Avenue ves] no] 
3. NAME OF n 
As First Middle Last 4. cee Monti Day Year 
ise Or Pma) JOHN LEWIS GOHLINGHORST Let) JULY 20 __ 195 
5. SEX 6. GOLOR OR RACE | 7, MARRIED [_] NEVER MARRIEOK]| 8 DATE OF BIRTH 9. AGE Gn syears TF UNDER 1 YEAR IF UNDER 24 HRS, 
i last birthday) | Months | Days | Hours | Min. 
Male White wiboweo [| bivorceD[_]| 8-29-1892 72_yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY COUNTRY? 
- Baltimore Citys Maryland ee ok, We 
13. FATHER’S NAME | 14. MDTHER’S MAIDEN N 
|, ohn Gohlinghorst. Martha Baxter 
15. WAS OECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | {I fyes give war or dates of service) 
N 3 ( ) aeons 4 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] TERY ih: 
PART 1. DEATH WAS CAUSED BY: 
‘ } IMMEDIATE CAUSE (2)___Coronary thrombosis minutes 
ot DUE TO 
Srisions: I anya eas »_Arteriosclerotic cardiovascular disease 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 
yves[} NOKT 


2Da. ACCIDENT WAS UNDERLYING [al 20b. SCRIBE HOW INJURY OCCURRED. (Enter nature of Jy Io Part 1 or Part JI of Item 18.) 
OR CDNTRIBUTING [) CAUSE OF DEATH Bee ovLC reaction. 
(IF EITHER, NOTI EOICAL EXAMINER) 


20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. while fectory, street, office bidg., etc.) 


Not White 
Aull 19 at work[_] at work | 
21. | certify that{t (this hospital) attended the deceased pig eee to_7-20  __, 19 that4<# (we) last 
saw the deceased alive on_July 19 19.65 _, and that death occurred 42 OOAMMrom the causes and on the date stated above. 


22a. SIGNATURE 22. DATE SIGNED 
4 ¢ ATTENOING MED. STAFF 
\ \. A \ W114 Ana mp. PHYS CT director C] Prvs. Kt| July 20, 1965 
22c. PHYSICIAN’ : 22d. ADDRESS 
NAME (Type) 


23a. ST ee ea a 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


STURM vABENE BS) Burial Loudon Park derick Rde Balto. Mde 


24, FUNERAL DIRECTOR ADORESS 
John J. Duda 2829 Hudson Ste Balto. Mde 21224 


25a. REC’D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


oMUL 23 1965) “Corker 


MARYLAND STATE DEPARTMENT OF HEALTH 
: _ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09200 CERTIFICATE OF DE 


. lites 
a i — . — 4 
a 238 ". PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence bofore admissi 
¢ 25 aco pa ». STATE b, COUNTY ve 
¢ : 7, 
2 282 Qarre // MARYLAND Mar me Jond 
Oy wae. = — ae = —S= _ 
£ ~Es B. CITY OR TOWN [if outside corporate limits, ©. LENGTH ¥ STAYIN Ib c. CITY OR TOWN (ff oulside corporate limits, write RURAL and glva nearest town) 
a ae “0 ee RURAL we give neares! town) ore se 
ae IETS ben lee. §. q. V0 ? ool-* 
© se = vod _—_ 
Ege o* d. NAME OF ae fA. OR INSTITUTION [if not in hospital, gi¥e streot Came. d, STREET Fa @. 1S RESIDENCE 
= £ “ O Kol 4 sha hs + ‘ON A FARM? 
ie) et Nursin a9 seme Eldlersbeing | SI - N. Mon roe ; __| ves] no 
2 Zhan NAME OF Fist "Middle 7 4. ake Month oF Year 
2 aah DECEASED 
x E pIveCeratl —foue Maret). oS. DEATH Jal 9 OS 
8 5) SEX |6. COLOR OF RACE/7, wanmieD [] NEVER MARRIED [-] | ®- DATE OF BIRTH 9. AGE (In yodr [IF he TF UNDER 24 HRS, 
42 N o last bithday) io as Beye | Hous | Min. 
2 ° Ego WIDOWED ra pivorcio [] | AO -1 5 —fPFA yes. 
8 833 Toa. USUAL OCCUPATION (Gis kind of work [YOb. KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLACE (County & Slate, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
= See bomestic. ys Pvt ani tv ILancester Co OS. A. 
§ 22% 8 SS eee ns 
= ate 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
= 23. 
gs £3 6 ° © 
o> Uag : St — ae Bt _ 
fo isieee Ts. WAS DECEASED EVER IN U AL SECURITY NO.| 17, INFORMANT Address 
£ 32 as, no, or unkown) j (ifyes give 
= BED) Bain | % i 
% Cy - myth We 0 5 ale 
tpaee D BIA -O5: Ruth Neal 2130 N, Pulaski Street _ 
=e & ‘CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (e).] INTERVAL BETWEEN 
£ef65 PART 1. DEATH WAS CAUSED BY: 3 
gee 3 2 IMMEDIATE CAUSE (a) » g —t, 
&= 
28 a 500 DUE TO 
as si & Conditions, if any, whieh st .= - . ls 
oEses gave rise to immadiote cause 
= = eae (a), stating the underlying DUETO 
= fast. -~. 25 
23225 soute Ia te) ae _ 
als=a z PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a), 19. WAS AUTOPSY 
Hesse Q a atl PERFORMED? 
Geos = yes [] No 
eSEos5 < 
uss 3e S Rig en i ae 
i 825 } © | 20s, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter naiure of injury in Part | or Part Il of itam 18.) 
evo = f | OR CONTRIBUTING () CAUSE OF DEATH 
REEDS & | (ir EITHER, NOTIFY MEDICAL EXAMINER) 
> o 2 = —_ i = — 
Qaser & | Boe. TIME OF INJURY Month, Day, Your) 20d, INJURY OCCURRED ) 20s. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) 
RV Se g Houle elini While __ Not Whila factory, street, offica bldg., ate.) | 
BE ae a 2 am a at work [] et work ' 
2 
HeOss . | certify that (I) (this hospital) attended the deceased from.f,). 196.3 to... nde , 196.2 that (1) (we) last 
Zz 
sB058 saw the deceased alive on. ae 5 and that deeth es, ch Fey, Rect the causes and on the date stated above. 
Ga 22s. SIGNATUR} , 22b. DATE 
a2 ATTENDING STAFF 
hom ¢ Ae TED, | PHYS. O Biecror re PHYS. 
5 oa ge 22e. PHYSICIANS a . 22d. ‘ole F 
E Co 7 
oe | NAME (y=) Star 615 Forrest P 
:45 ——————————— ~~. ————— —' pena aos a 
gem s= 23a, BURIAL, gaan] DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY — 23d. LOCATION (City, lown or county) 
£ REMOVAL (Spocity : ’ " wa 
sous p i ; ¢ “7 Ce] + nne-Amindle do 4 
ove 2, 17/14/65 Mt. Calvary ¢ tery |_Anne-Arundle Oo. 1 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


25a, REC'D BY 3" t065 25b. wotorday SIGNATURE 


DATE JUL 1 


Hervert BE. Nutter-3035 W. North Ave. 


ap bat elivectoces Ss soe x 


burial-transit pe: 


of Health prior to burial, cremation, or removal, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici: 


director, page 3 should be detached for use as the 


should be filed with the State Dept. 


be %....° 
TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


VR ALS (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 


M DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
a CERTIFICATE OF DEATH i 2474 
Ze Pl. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Sane bo diil © SATE b. COUNTY me 
27s Carroll MARYLAND Wary Land City 
< 2s b. CITY OR TOWN {if outside Sorporats limits, ¢. LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bs a write RURAL and give neares town) : 
Zee Rural - Syxesvible 55y. Im Baltimore e i-th 
3 on d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AODRESS e Gh ae 
eee 
©S£ /5| Springfield State Hospital Unknown ves] no] 
Ces 3. NAME DF 
2 3 2 Meee First Middle Last 4, Pg Month Oay Year 
es CUypeogPRAD YaNMEX Anna Heckwolf DEATH Jul 2, 1965 
oa 5. SEX 6. COLOR OR RACE | 7, MARRIED [7] NEVER MARRIEO be] | 8 OATE OF BIRTH 5. AGE (in years [IFUNOER I YEAR |IF UNOER 24 HRS, 

ss Ge ‘ last inthay) Months] Oays | Hours | Min. 

5E White wipoweo [7] oivorceo{_] 38 188 yrs. 

ee 1Da, USUAL OCCUPATION (ave kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 

e = during most of working life, even If retired) INDUSTRY COUNTRY? 

2s =, Pependent pee Maryland 

= 13. FATHER'S NAME 14, MOTHER'S MAIOEN NAME 

5 

= Margaret Krieg 

4 15. WAS DECEASEOEVER IN U.S. ARMEO FORCES 16. SOCIALSECURITY NO, | 17, INFORMANT Address 
: (Yes, no, or unkown) | (Ifyes give war or dates of service) 
No = None _Springfteld Hospital records, Sykesville Md. 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and {c).] Yi el 
PART |. DEATH WAS GAUSED BY: a = x is | 
IMMEDIATE CAUSE (a) ¢ PPTL OS KE PPV S 


4221 

Ae DUE TO bes : 
Conditions, If any, which pee WL se. ee a 
gave rise to Immediate 

cause (a), stating the QUE TO 
underlying cause last. (o). 


3 PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASECONDITION GIVEN INPART1(a) (19. yew i 
= ———— 
= 

Ole Schizophrenia reaction, hebephrenic type ves[] No BY 
& | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part II of Item 18.) 
§ | OR CONTRIBUTING (] CAUSE DF DEATH 
© | (IF EITHER, NOTIFY MEOICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO | 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) {County) (State) 
8 Hour a White —4 Not While factory, street, office bidg., etc.) 
= at work L] at work 


21. | certify that () (this hospital) attended the deceased from___6—2=— _, 1940, to 1965_, that (I) (we) last 
saw the deceased alive pee VA AA and that death occurred atLO.3 5M; ftom the causes and pn the date stated above, 
22a, SIGNATURE, 22b. OATE SIGNEO 
Dyes A ae een ae en 
7c. PHYSICIAN'S 7 q «| 2d. “ROORESS Syringfield State Hospital 
P : ’ . 


NAME (Type) 


23a. BURIAL, CREMATION, | 


23b, DATE THEREDF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 


Cathedral Cemet Baltimore, Maryland 
24. FUNERAL OIRECTOR Suly 8, 1965 | New Cat ore ete oa iid haa 3 —_ y ISTRAR'S SKGNATI 
w George J, Gonce, 001 Ritchie Hewy., Bal tinera oat) i 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


—"* 
~ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within f hours after death. 


sil 09102 CERTIFICATE OF DEATH 194 
SEs 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission 
= iti * ee enel a, STATE b. COUNTY 
278 ar MARYLAND Maryland Baltimore City 
= Ss b. CITY OR TOWN UF outside cor orate limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
s ve e) 
ae ykesvilte 5 days Baltimore Beal 4 
oe d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
Zan ie, ON A FARM? 
= fe / S| Springfield State Hospital 2837 Huntingdon Ave. vesl] nol 
3s ss 3. ae, wae First Middle Last 4 bare Month Day Year 
2 
ase {ype or print) HELEN RUTH HILLIS Lesa! JULY 7 _ 19 
o 
8 oe 5. SEX 6. COLOR OR RACE | 7, MARRIED [3g NEVER MARRIED B. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Jast birthday) | Months | Days | Hours | Min, 
q | Female | White wivoweo[-] _ivorceo[-]] 11-19-09 ae: | 
ae 10a, USUAL OCCUPATION (Give kind of work done) 1Db. KIND DF BUSINESS DR IL BIRTHPLACE (County & State, or foreign country) ) 12. CITIZEN OF WHAT 
S¥q during most of rr life, even If retired) INDUSTRY New York A arg 
235 arma ew Lor. eee 
£og 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
nes J 
Pee ames Cairns Julia Everett 
28 15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
fe Ss (Yes, no, or unkown) | (If yes give war or dates of service) 4 
See No 3326-22-56 |Records, Springfield State Hospital a 
E23 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (¢).} Mls ey 
g5ks PART 1. DEATH Was OAUSED BY: Generalized metastatic carcinoma due to carcinoma| “fonths 
SoS = _ IMMEDIATE CAUSE (2). 
ee /70X pueto Of left breast 
2e55 Conditions, i any, which )Bronchopneumonia Days 
gave rise to Immediate 
2328 cause (a), stating the ( DUE TO 
5 g ge ra underlying cause last. (Oust. ‘ 
Bece & | PARTI]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED 10 THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. WAS AUTDPSY 
© e888 5 ies at PERFORMED? 
secs 3s ves [_wo 
— £52 “Alz 
2525 = 208, ACCIDENT WAS UNDERLYING EF] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part 11 of Item 18.) 
at us 
8 825 | OF ETTHER, NOTIFY MEDICAL EXAMINER) 
o 28a 2 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
SS ra Hour a.m, While 0 Not While 0 factory, street, office bidg., etc.) 
Ses = 3 kL] at work 
Heag = Aut 19 at_wor! 
Bsee 21. | certify that (D (this hospital) attended the deceased from__7-2=65 8 to 7=7=b5 _, 19__, that (I) (we) last 
SS25 saw the deceased alive on_72=7=05 19 and that death occurred at 3y,4N8m the causes and on the date stated above. 
5 Bane 22a, a | 22b. oy SIGNED 
= je tia kh ATTENDING MED. STAFF 64- 
35 as map: aan Mo. Phys. C1 pects Fl PHYS. =f Z v7 [ 
Bau 8 22¢. PHYSICIAN'S 22d. ADDRESS 
Ez = Rae pringfield State Hospital 
HSS | Antonius Gl. M. D. Sykesville, Maryland ______ 
oZsZ c 
ences 238. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town or county) (State) 
25a REMOVAL (Specify) 3 
a buria July-10-65 Druid Ridge Pikesville, 21208 
24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY 198 25D. REGISTRAR'S SIGNATURE 
Vea Stewart & Mowen Co. 108-W-North-Av. 21201 | owe JUL 8 1965 fCborbeg 


MARYLAND STATE DEPARTMENT OF HEALTH a 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


x 


areg f 


24 ie Seige: SIGNATURE ALE. Ch pe 


\e 09103 CERTIFICATE OF DEATH 
= . = ~ a — 
© 52 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where decaased lived, If Institution 
ee oe MSPS @, STATE b. COUNTY 
2 2% Carroll MARYLAND ; Maryland ‘ 

=u 6 “¢ DY: ___ re = 
= ES b. CITY OR TOWN {if outside corporate limits, €. LENGTH OF STAY IN 1b <. CITY OR TOWN [if outside corporate limits, write RURAL end give nearest town) 
a Sc: i write RURAL and give nearest town) S 

hae » 
2 2E% | Rareh) Sekt Mormanmmim esa a 
€ ef . eg ad St : ie in wat ive street eddress) a. STREET ADDRESS #- 1S RESIDENCE 

> 8 rin, e ate nospita. 
3 3 42/5 Be SESS 2 ety eS “ - _||_____ _ 50) By 2st. Street 
= s&s ‘S. NAME OF First Middle Last 4. DATE Month 
$ eae tresoupatl Kenneth David House SE. 
3 Act __ ke DEATH 
3 ¥ = S. SEX 6. COLOR OR RACE)7, MARRIED fx] NEVER MARRIED [] | 8 DATE OF BIRTH CE a Ue IF UNDERT YEAR| IF UNDER 24 HRS. 
é sk 2 male Negro wibowe [7] ae 9-19-00 ra i Months] Days | Hours Min. 
g : 
g N83 10a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
; SE > done during most of working life, even if ratired) 

4538 none listed _ -- South Carolina | | USA 
“5 2 gs 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME di 

=2y 

z 
8 gee Evans L,. House Eugenia 2 is 4 
2 283 1S. WAS DECEASED EVER IN RMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMAN' Address = 
aires (Yes, no, or unkown} | (Ifyesgive warordatesofservice) 
£826 nO_ | 217-01-0008 Hospital Records 
3 s BE £ 1B. CAUSE OF DEATH [Enter only one cause per a2 (a), (b), and (c).] PA oS a9 INTRVAL BETWEEN 
4 6 H ‘A 
é 33s ¢ PART I. DEATH MGIAn Causr a Arteriosclerotic heart disease © _ years 
fangs by 
32558 K DUE TO. : 
BS §5E Conditions, Wan}, whieh » Severe coronary arteriosclerosis 
23a 8 (b) = 
Pa? ik es geVe0 rise to immediate cause —— ~~ . 
ss oa28 (a), steting the undarlying ( OVE TO Diabet iit | 
Spee bind Gere oe) 9 Diabetes me us | 
ao “oO oa Fy c CONTRIBUTING JO DEATH BUT N: ED JO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a)| 19. WAS AUTOPSY 
geese 16 CHEGRHE BYE “SPH SE SRS SSS SS EAE SA UII” Serebral arterfosclerosis” oer 
43532715| with psychotic reaction ves PY no [] 
boo Se [My 5 - = — 
= [20 Reo WAS UNDERLYING 

Eee S £ = of contig i aust or Bedi 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Pert or Part Il of item 1B.) 

£ A - 
UEgee ae 
ay ae ox & | 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, 208. (Cily or town) ——_‘(County) (Siete) 
Be @ Ly a Have a.m. While aealet While factory, siest, office bldg., ete.) ! 
as ¢ 3 ne 9 at work at work 
HeOss EMG Grint LL Re es ie a oa 
Bez 21. I certify that ( (this hospital) attended the deceased from....LO—2-7..... 4 1s 10... Dad 19.65 that §) (we) last 
a ees saw the deceased alive on... pom: 1965... ., and that death occurred at.’ frontline causes and on the date stated above. 
OFFAL 22a. TURE 22. DATE 

=~ S a £ 1. Ma CL ATTENDING STAFF SIGNED 

x a8 Se Mp. | PHYS. (fea DIRECTOR () pnys. 2 252 65 + ail 
ae ra aa TEES Keuabedtin Weber, M.D eae: pie eR Eg <— 
O26 88 | (th a apa ee Sykesville, Maryland _ 1 
mah se. 23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) “(Sieie) 
otoss EMOVAL (Specify) at : 
Re Nya hd eG GIe Car 4208 wo__ 72 of 


VR AIS (4) 
20M $-63 


25a, REC'D BY mae Rep ATS ag iy - 
DATE 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09104 MEDICAL ‘EXAMINER'S CERTIFICATE OF DEATH 


12460 


HEALTH ERGE OPDERIE 2, USUAL RESIDENCE (Whore deceosed lived, # tion: Residence before edmission) 
~o °. Y e. STATE b. COUNTY 
a. : 
ERs = Carroll MARYLAND Maryland Carrell 
ov=§ b, CITY OR TOWN (if out: corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporete limits, write RURAL end give neeres! town) 
gos58 write RURAL and give nearest town) 
a Mt. Airy | 8 years X Mt. Airy 
05 8S d. NAME OF HOSPITAL OR Ton {it not in at give street eddress) d. STREET ADDRESS ‘. 1S RESIDENCE | 
£38 | ON A FARM? 
- r . : 
Bes Xt — ve Arch Ra. Twin Arch Rd. | ves [] No ] 
carat 3. NAME OF — First Middle Last 4, DATE Month Day Year 
B 2B oe DECEASED OF 
=e t23 (Type or print) CRAL © ve E DEATH July 1 D6 oe 
2 = a 
ieee 5. SEX &. core OR PACE) > ‘Z ED ER oe TE OF BIRTH 9. AGE (In years Reape tne if UNDER 24 HRS. 
gO ze ! ti hde: 
Sz last _birthdey) Sage Deys | Hours | Min. 
sf Make. concn ihite wibOweD o DIVORCED al March 28,1911 5A yn. (ae 
SBN oe 10e, OCCUPATION {Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | TI. BIRTHPLACE (Stete or loreign country) 12. CITIZEN OF WHAT COUNTRY? 
hee ed done during most of working life, even if retired) Y 
LB BR ss | 
pen as alman Railroad | Cherryville, N.C. __USA 
ee a3 13. FATHER'S NAME | 14, MOTHER'S MAIDEN NAME - 
Nea o> . 
SEL s-warsuouis, Hoyle : Sallie Hoyle 
Snip hie 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
sees (Yes, no, or unkown) | {Ityesgivewerordatesofservice)| 
BEs55 Yes eo Mrs Eyelyn Irene Hoyle, Item 2 _ 
eae 18. CAUSE OF DEATH [Enter only one line for (a), (b), end (c).] INTERVAL BETWEEN 
fea > T AND D 
gee PART I, DEATH WAS CAUSED BY: 
5552 IMMEDIATE CAUSE (a) \ lee /- (blatp) = 5 Nha, 
c To 
2ses* ¢2ol DUE TO 
2 ee 
3 Sombie Conditions, if eny, which (b) 
2s Se = 
Soy oS gave rise to immedie 
2Sisee {e), steting the un DUE TO 
ge ERs couse fest. (e) 
er ese F 4 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 
Sv" 3a 2 PERFORMED? 
£805 O}5 ves [] NO 
aa’ BBe & | 200. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 12.) ; ~ 
HESES & | PRIMARY [] or CONTRIBUTING [] | 
a paar & | cause OF DEATH. | 
25.8 = = 
Eeos & | Boe. TIME OF INJURY — Month, Dey, Year | 20d. INJURY OCCURRED 208, PLACE OF INJURY {Home, form, 204. (City or town) (County) (Stete) 
§U 8 2 s aie ake: While __ Nol While lectory, street, office bldg., ele.) | 
de cig s 3 on 19 et work et work 1 
Ws r 5 ] > ; 5 a 
ae 204 21. I certify that 1 took charge of the remains described above, held an Autopsy [3 ial og Inquiry LL). and in my opinion 
= ; ras = f 
gE2Ue death resulted from; Natural ca ccident | — Suicide | Homicide j Undetermined manner 
Qszme 
@ g ag CHIEF MEDICAL EXAMINER [_] 
cA 
S ACTU. SISTANT MEDICA ag E 
Peas pave fet Age *s EDICAL EXAMINER [_] [be 
are: 5 ae PUTA om EXAMINER BR 
az Zz GA 
2 to whe NAME ( 7 Mids [33% Con ioyn, | soll 
a Bah 3 22e. BURIA\ CATON] 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY ro LOCATION (City, town, of rien (State) 
2 REMOWAL (Specify) 
Ooax+o 2 a | : 
moe urial Uuly 5, 1965 Pine Grove Cemetery _ Airy 
vei 23. FUNERAL DIRECTOR ADDRESS | 2ae. REC'D BY mes Zab, REGISTRAR'S SIGNATURE 
5M 1/62 Olin L. Molesworth, Damascus, Md. AL 8 1965 


4 


MARYLAND STATE DEPARTMENT OF HEALTH 
ew ALS) OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLA 1D 


¢ om CERTIFICATE OF DEAT. is 
3s sv 
S SEs 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence hefore admission) 
=e @. COUNTY C El a. STATE b. COUNTY 
B 273 arro MARYLAND Md. Balto. 
Ss Ses b. CITY OR TOWN (if outside cor) faRS limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporete Ilmits, write RURAL end give nearest town) 
2 BEe write RURAL end give nearest town’ : "3 
5, Veuae Westminster Reisterstown O2x 
eS. gin. d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS © ON FART 
zeit / A 
N GBs! Carroll County General Hospt. 29 Westminster Road yes] noi] 
S S85 eee First Middle Cast 4. DATE Month Day Year 
3 
35 Paar John F. Kemp DEATH July 21 165 
5. SEX 6. COLOR OR RACE 


move 


igned by the attending physician ai 
transit permit. Then please 


After this certificate has been sig 
director, page 3 should be detached for use as the burial 


TO HOSPITAL é Dans PHYSICIAN: The law requires that the death certificate be executed with 
Page 4 may be retained by the hospital or attending physician. 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and if ankaye 


7, MARRIED [oq NEVER MARRIED[] | & DATE OF BIRTH 9, AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Mal. * é } last binthaay) Months | Days | Hours | Min. 
lale White WIDOWED [-] pivorceo{]| Mar.4,1912 yes. 


10a. USUAL OCCUPATION me kind of workdone{ 10b. mo, Re pages OR TL. BIRTHPLACE (County & State, or laces country) | 12. CITIZEN DF WHAT 
during most of working life, even If retired) B M COUNTER 
Forman Balto. Gas & i alto. Co. Md. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John E. Kemp Margaret King 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) [HERES Seng, £ i . 
No 12-05-3357 Mrs. Mildred E. Kemp Reisterstown, Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Sse een 


S8/g IMMEDIATE CAUSE 0 BE 


‘i DUE 10 GE 
Conditions, If any, which A Epes Yronere 
gave rise to Immediate 


cause (a), stating the on 


factory, street, office bidg., etc.) 


underlying cause last. c} eek eet y CA 
S PART I!. OTHER SIGNIFICANT CDNDITIDNS CONTRIBUTING TD DEATH BUTNOT RELATED TO THE TERMINAL Lo a aaGRITT INPART 1(a) |19. Foun 
= 
als yes] nD [a 
= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part 11 of item 18.) 
§ | OR CONTRIBUTING [) CAUSE DF DI 
© | (IF EITHER, NOTH: EDICAL EXAMINER) 
g 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a 
= 


Hour a.m. While — Not While 
p.m. 19 at work] at work 


21. | certify that (I) (this hospital) attended the deceased fro 


1937, that (I) (we) last 


S saw the deceased alive on Saab 1,196, and that death occurred at_t/ $M, from the causes and on the date stated abpve. 
S @a. SICNATU | DATE SIGNED 
oS 
Ss 3. a “mp. Bee Ne bingoror [] vs. C1 Th ea 
Ze. PHYSIC 220. ADDRESS 

NAME (type) OL eg banana Oa 
E J Ona S, HORS ey I fA~4Ar Bh it. ybnel, 
J 23a. manag Src Zab. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Gtate) 
e Burial | _|duly 24,1965 | Evergreen Memorial Garden Finksburg, Md. 

24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR ae Morte GNATURE 
MF AIS (8 \\ J. F. Eline & Sons Reisterstown, Md. RAUL 26 1 1965] 7 jade 


Pages 


filled in by the 


letely 
bon papers. 


ir 


lease! re 


-transit permit. Then p 
ted with the State Dept. of Health prior to burial, cremation, or removal, and 


The law requires that the death certificate be executed within : hours after death. 
1a 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certi 


ficate has been signed by the attending physicia 


director, page 3 should be detached for use as the buri 


should be fi 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4) 
15M 4-64 


i) 


it, within 72 hours after 


and col 
biota. 
1 any evi 


3 


) 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH H — Sa &2 
1, PLACE OF DEATH 2. USUAL RESID NCE ( mae sed lived, If Trai heilerr fore admission) 
a COUNTY Carroll] astate Mary. b. county “rearic J 
E MARYLAND 
CITY OR TOWN (If outsidi . 
ate URAL Ki i a ig ame ees) limits, c. LENGTH OF STAY IN 1b |/ c. CITY_DR "gH REY em ‘corporate limits, write RURAL end give nearest town) 
Sykesville 3 mo da jox-a 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) || d. STREET ADDRESS ®. IS RESIDENCE 
Springfield State Hospi al ON A FARM? 
Nonte #2 yves(] nol] 
3. NAME OF First ~ Middl Last 4, DATE D ¥ 
DECEASED Gerald" Benedict” Knott" oF Jue S see 
(Type or print) DEATH 19 
5. SEX 8 OLR OR RACE i IBTH Ey a ig nears TFUNDER 1 YEAR |IF UNDER 24 HRS. 
ui i bh , ay) Months | Days | Hours | Min. 
Wale hite wipoweD [7] pivorceo [~] 69 Rey : | 


10a, USUAL OCCUPATION (Give kind of workdone| 10b. ee 4 Peapess OR LL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN ae bey 
during most of working life, even If retired) pau a4, 4 COUNTRY?> A 
Plasterer Cons ruction Marylani J.S Ae 


13. FATHER'S NAME 
Alexander Knott 


14. MOTHER’S MAIDEN NAME 
nna bowman 


15. WAS DECEASED EVER INU.S. ARMEDFORGES? | 16. SOCIALSECURITYNO. | 17. INFORMANT. nudes - 12 
(res. or unkown) procs see 20—26= 5061 Springfield Hosp. Records , S$ kesville, Mw 


Hour a, While Not While factory, street, office bldg., et 


at work 


18. CAUSE OF DEATH [Enter only one cause_ per ling for (a),,(b), and (c).1 ge BETWEEN 
PART |. DEATH WAS CAUSED BY: ten icemia WEED AND DEATH 
Ure eT CAUSE (a). |__Days. 
ee DUETO 7, ea ¥ ii + foot Months 

Conditions, If any, which ) nfected enETE PS lef . 

gave rise to Immediate 

cause (a), stating the ( DUE TO Peripheral Vascular Disease Years 

underlying cause lest, (co). 

& | PARTI1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART1(a) ]19. WAS AUTOPSY 
3 —e—eeeoovwva"0 

s ves [7] No 
= 

i | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury In Part | or Part 11 of Item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEAT 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 20, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |208, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) Gtate) 
a 

= 


at work _| 
oppital) attended the a gs 


21. | certify that (I) (this h 
saw the deceased alive 


from + Ds 19___, that (I) (we) last 
and that death occurred at__M, om the causes and on the date stated above. 


7 2b, TATE SIGNED 
ATTENDING > MED. q STAFF re 256 

(AL wo. Pays 1 tureotor C), pays 74565. 
224, ADDRESS 


Octavio Ruiz, ™.D. Sykesville, Maryland 
23a, BURIAL reo | 22D, a 2 bi or a NAME OF CEMETERY OR CREMATORY Pie LOCATION ig ny. re county) ng 


22c. PHYSICIAN'S 
(Type) 


BREHPYAR cppectt» t. Anthony Cemetery urg Fre 


CMarlig 


DAT, 


FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE Md 


x 


TO HOSPITAL OR ATTENOING PHYSICIAN: The law requires that the death certificate be executed within : hours after death. 


ithin 72 hours after de; 


letely filled in 
, cremation, or removal, and in any.event,) wi 


ove c&xbon papers. Pages 1 and 


ician. 


Page 4 may be retained by the hospital or attending ph 


TG FUNERAL OIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the bur 


should be filed with the State Dept. of Health prior to bur 


VR A45 (4) 
15M 4-64 


9107 


CERTIFICATE OF 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


DEATH 124 


i. PLACE DF DEATH 
a. COUNTY 


Carroll 


MARYLANO 


2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admissi 
a. sue 


Maryland * Baltimore Ci ty 


i 
write RURAL and give inoareat! town) 


b. CITY DR TOWN (If outside corporate limits, 


c. LENGTH OF STAY IN 1b 


c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


Baltimore 


Ct y 
qd. Nae DF HOSPITAL OR INSTITUTION (if not In ho: 


Springfield State Hospital 


2yrs 21m05 9250. 
spital, give street address) 


0. STREET AOORESS 


ON A FARM? 


yes]_xo 


e@. IS RESIDENCE 
2831 Lake Ave. | 


3. ps a First Middle Last 4, DATE Month Oay Year 
(Type or Print) TERESA MARIE KRAUS | DEATH JULY _23__'19 65 
5. SEX 8. COLOR OR RACE | 7. MaRRIEO [-] NEVER MARRIEO[] | 8 OATE OF BIRTH 9. pea Reapers IF UNDER 1 YEAR |IF UNDER 24HRS. 
2 'Y) | Month H Min. 
Female | White wioweo PG __aivorceot}] 2-28-1892 ie) lle, Sates 


10a, USUAL OCCUPATION (Give kind of work done 
during most of working life, even {f retired) 


Housewife 


10b. KIND OF BUSINESS DR 
INOUSTRY 


Maryland 


TL. BIRTHPLACE (County & State, or foreign country) | 12. SA ag WHAT 


13. FATHER’S NAME 
William Enders 


14. MOTHER’S MAIOEN NAME 


15. WAS DECEASEO EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (ifyes give war or dates of service) 


No 


16. SOCIAL SECURITY NO. 


17, INFORMANT 


Records, Springfield State Hospital 


Barbara Hoffman 


Address 


18. CAUSE DF DEATH [Enter only one cause per fine for (a), (b), and (c).1 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


PART | OFT MEDIATE CAUSE (a) Myocardial infarction Hours 
yf +o] OUE TO Hours & 
Conditions, if any, which oCormary thrombosis and arteriosclerosis Years 
gave rise to Immediate 
cause (a), stating the OUE TO 
underlying cause last. (c). 


assoc. wit 


PART II. DTHER SIGNIFICAN CONDITIONS CONTRIBUTING 1D DEATH BUT NOT RELATEO TO THE TERMINAL OISEASE CONDITION GIVEN IN PART 1(@) 
cerebral arteriosclerosis, without qualifying phrase 


19. WAS AUTOPSY 
PERFORMED? 


Hour a.m. 


MEDICAL CERTIFICATION 


While -— Not While 
p.m. 19 at work L_] at work 
21. 1 certify that (I) (this hospital) attended the deceased fro! CAC 


Hrsg, tpptarats—, 19___, that (1) (we) last 
saw the deceased alive on__7-23-65 _19__, and that death occurred at_C 2m, fromm the causes and on the date stated above. 


factory, street, office bidg., etc.) 


yes x} no] 
20a, ACCIDENT WAS UNDERLYING 2b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part 1 or Part Il of Item 18.) 
OR CONTRIBUTING [) CAUSE OF OEATH 
(IF EITHER, NOTIFY MEOICAL EXAMINER) 
20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO | 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) Gtate) 


22a. SIGNA 


Ce de J 


22b. OATE SIGNEO 


TTENOING > MEO. STAFF 
(QA 54 ATE _oirector 17 pays. GY] 7-23-65 


Vv . 
22c, PHYSICIAN'S Fi 22d. AODRESSOpringfield State Hospital 
NAME Ss S 3 
(yee) Antonius Gla M. D. | Sykesville, Maryland 
23a. BURIAL, CREMATION,| 23b. OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


REMOVAL sseecto) 


Buria 7/26/65 


Holy Redeemer Cem. 


Baltimore 


24, FUNERAL DIRECTOR 


AOORESS 


The Dippel Brothers Inc.1800 E. Lombard St. 


25a. REC'O BY REGISTRAR 2b, EGISTBAR’S,SIGNATURE 
wil 27 1965 [7 ore Poe 


Be 


&s 


lo 


5 -* ~~ ay bee ape - ‘oO ae 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


2 = 09108 CERTIFICATE OF DEATH 194 
io - = = be: 
3 2=8 1. PLAGE OF | DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before sage 

osu a, STATE b. COUNTY 
5s eTtS Carroll MARYLAND Maryland Frederick 
z= sot a 
S wos b. CITY OR TOWN (if outside corporate limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 

= st 

» BS 2 write RURAL and give nearest town) 
S$ es Middleburg 2 yrse Thurmont/y y 
cP eaz, oe d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS. @. IS RESIDENCE 
¢t 232 7 ON A FARM? 
2 Brookfield Manor Nursing Home Altamont Ave. ves] nob 
Ss 3. NAME OF First Middle Last 4 Dare Month Day “Year 
= Wes 
= B52 (Type or print) SARAH Ee LAMBERT DEATH Ja Ly 15 19 65 
Ey Se = 5. SEX 6. COLOR OR RACE 7. MARRIED [~] NEVER MARRIED[]| 8- OATE OF BIRTH 9. AGE (in ears IED Ter TE UND ERS ia 
8 Eee Female | White | woowep) — piorceot]|Dece 10, 1890 ini? em | 
‘sees 3 10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
2 Sea during most of wo life, even If retired) c yy? 
2 oes ousewire ' n Home Maryland 
8 foy 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= Bee Charles Ruthroff Amanda Embrey 
5 £5 
Se ed 15. WASDECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITYNO. | 17. INFORMANT ‘Address 
= S65 (Yes, no, or unkown) | (If yes Give war or dates of service) one 

my 
% Ree No ] John R. Lambert, Jr. Raleigh, N.C. 

S - 
= £53 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] UMS ues 
= £25 PART 1. DEATH WAS CAUSED BY: 
7 ee “IMMEDIATE CAUSE (2), Geyer Otha6 = eber0s Yorn aa 
BEDES 
85 stl of a 
25 gue J, DUE TO 
geass Cenditions, If any, which é 
3 5 ave rise to immediate 
gE Bee tause (a), stating. the ¢ QUE TO 
ce pee underlying cause last. (c). - 
BEsha & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASECONDITION GIVEN INPART 1(a) [19. WAS AUTOPSY 
eS Be e ete ET ea PERFORMED? 
ESs?s 3 Yes [[] NO wh 
28 E2= = | 20a. ACCIDENT WAS UNDERLYING 20b, DESCRIB INJURY OCCURRED. (Enter nature of Injury in Part 1 or Part il of Item 18.) 
Se2ze [S/F GAK| ce aa lat 
S8 o2n 6 . 
a 

20 £88 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a om 8 Hour a.m. While Not While factory, street, office bidg., etc.) 
gzse2s = 19 __ lat work] “at work 
53 2 2 21. | certify that (1) (this hospital) _a et the deceased from. 519 , that (I) (we) last 
ES ofc saw the deceased alive on “7//—> J &> 19____, and that death occurred ate _M, from the causes acl onthe date stated above. 
xe oO = 

Lin = 
S22 MED. STAFF 
ESEou ted re tad | Ws fee 

& fe i ' M.D. pirector [] pus. [] 15 
a> se . 
aean 22d. si sae 

B=. 

Seas James H. Caricofe | Union Bridge, Md. 

222 a 
ES i Res 23a. BURIAL, CREMATION,| 230. DATE aaa lier NAME OF CEMETERY OR CREMATORY Yad. LOCATION (City, fown or county) Gtate) 
3 pene BBM Bey | 7217665 Weuselins tos Cemetery | Westminster Carroll Co. 


— 


FUNERAL DIRECT 25a. REC’D BY REGISTRAR 


AIS (4) 
20M 1/65 


2 EGISTRAR'S SIGNATURE 
Jebertts Gaye Me 


ADORESS: 
SBieg2- Thuryjont, Md. 


quires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


mpletely filled In by the funeral 
arbon papers. Pages 1 and 2 


ng 


lease 


ed by the attending physician ai 


transit permit. Then 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in anyweveng, with 


ik 


ti 


TO FUNERAL DIRECTOR: After this certificate has been sii 
director, page 3 should be detached for use as the bu' 


MARYLAND STATE DEPART MENT OP HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Soe 
) 09108 CERTIFICATE OF DEATH 


12485 


1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
e. COUNTY a, STATE b. COUNTY by 
MARYLAND Maryland Baltimore Ci 
b. CITY OR TOWN (if outside ear eat limits, c. LENGTH OF STAY IN 1b |] c. CITY OR Ti (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) - 
esville 9yrs.lmos. Baltimore Youll 
. aesy HOSPITAL OR INSTITUTION (If not In hospital, glve street eddress) || d. STREET ADDRESS e Pah 3 
Springfield State Hospital 1020 &. Baltimore St. vesL] no &&] 
3. Beapces First Middle Last 4 pee Month Day Yeer 
(Type or print) CIVIE (NMN) LANARE DEATH JULY 2h 19 65 
5. SEX 6, COLOR OR RACE) 7, MARRIED [] NEVER MARRIED [x] | & DATE OF BIRTH 9. AGE (in years [TFUNDER 1 YEAR |F UNDER 2@HRS. 
fast birthday) (Months | Deys | Hours | Min. 
Female White WiboweD [[] pivorceD[}| Unk | ao? yrs. 4 j 
10a. USUAL OCCUPATION (Clive kind of workdone | 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
“ 
Saleslady RETAIL New York U.S.A. 
13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Unk. Unk. 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes glre war or dates of service) 
No None Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 INTERVAL Ber OtEN 
PART |. DEATH MESIRGE suse Ye)__Bro nchopneunonia Days 
4d DUE TO wer : ‘ 
Conditions, If any, which @_Arteriosclerotic heart disease Years 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c). 
3 ns Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART l(a) |19. WAS AUTOPSY” 
= S 
5 BS assoc. with cerebral arteriosclerosis,with psychotic reaction ves [] NO [3 
= 20a. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) “3 
§§ | OR CONTRIBUTING [7] CAUSE OF DI 
© | (IF EITHER, NOTI JEDICAL EXAMINER) 
= 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
5 factory, street, office bldg., etc.) 
3 While — Not While 
= 19 at workL_] at work 


21. | centty that (I) (this hospital) 5 ie the deceased from Ds 2h 19___, that (I) (we) last 
saw the deceased alive on_(—@l-6 19____, and that death occurred at 3h, ‘dm the causes and on the date stated above. 


22b. DATE SIGNED 
Ml uo, AEP") Boron ARE pa] 7-26-05 
|* apbress Springfield State Hospital 
ie, Marylang 


ICIAl 
EMP) Agustin del Sampo! MoD. Sykesvill 


Berg | 23b. DATE WIS F ie. mvaa CEMETERY OR CREMATORY | 23d. LOCBT 
Al Oe Ss Y 


TON (Clty, town or county) (State) 


DIRBCTOR 25a. REC’ 


ie 27 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


7. MARRIED $@] NEVER MARRIED [_] | 


FOR STATE p91: MEDICAL EXAMINER’ S CERTIFICATE OF DEATH 3 2486 
HEALTH S . PLACE OF DEAT? : == 2 USUAL RESIDENCE (Where  deceesed lived, If insiitullon: Reside batore pi | 
29 & M oS Te: | . STATE b. COUNTY 
Ges! — Carroll MARYLAND | _Mary1 land Carroll 
a b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAYIN Ib || \c. CITY OR TOWN [If outside corporete limite, write RURAL end give neerest lown) 
io. 2 Ras aint end give peerest town} 
essie al—Westminster Life ‘ Rural-Westminster 
SBS a3 d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street eddress) 7 4. STREET ADDRESS: "| @. IS RESIDENCE 
= ON A FARM? 
e@ 28 x Westminster, Mr, R. D. 1 Westminster, Md, R. D. 1 ves] No PR] 
pg 3, NAME OF First Middle Last 4, DATE Month Dey Yer 
33 Bot DECEASED or 
=f23 (Type or print) eS AVE TON E a / LE PLO | DEATH July 1 1965 
ae oe “5. SEX 6, COLOR OR RACE TE OF BIRTH 9. AGE (In yours |IF UNDER 1 YEAR| If UNDER 24 HRS, 
” | 
Bol 
¢ 
i 


last biethdey) |onths| Deys | Hi | ™ 
Male White wiboweED DIVORCED May 29, 1881 84 =) 
“Ws, USUAL DECUPATION IGive kind of work | 10b. KIND OF BUSINESS OR INDUSTRY y BIRTHPLACE {State or foreign country} "| 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 

Retired Farmer | Barm Carroll County, Md. UsSeAe 
“13, FATHER'S NAME . | 14, MOTHER’S MAIDEN NAME . 
| 
William Leppo | Sarah Koontz 

15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL gs O.| 17. INFORMANT Address . ~ 
(Yes, no, or unkown} | (Ifyaspivewerordetesotservice)| BIQm4 Ged 237 


Annie Leppo, Westminster, Md, R. D. 1 


| 18. CAUSE OF DEATH [Enter only one ceuse per li b), end ah INTERVAL BER EEN 
PART |. DEATH WAS CAUSED BY: : Sea) 
FG IMMEDIATE CAUSE (olga 
¥Y x DUE TO 
Conditions, if any, which (b} 


geva rise lo immediate cause ~ 
(2), steting the underlying 
cause | last. {e) 


“pending” in pencil in Item 18. Give Pages 1, 2, 
’s Office along with form PM3. Page 


ICAL EXAMINER: This certificate should be executed within 24 hours after death. If an, 


Z| Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[e)| 19. WAS AUTOPSY 
PERFORMED? 

2 

8 K yes [.] NO ra 

ig E [ 200. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURED. {Enter natura of injury in Pert | or Peri Il of item 1B.) iv 

£ & Pian or CONTRIBUTING [) 

= G ] CAUSE OF DEATH. 

iS A - 

= $s 20c, TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm,  20f, (City or town) (County) {Stete} 

5 = hisur sere’ While __ Nor While fectory, street, office bidg., ete.) | 

s Z ir 19 at work [_] et work 1 

= _— Ce 

s 21. I certify that | took charge of the remains described above, held an Autopsy [_], inspection [_], Inquiry [_], and in my opinion 

5 death resulted from: Natural causes oO ccident Ch Suicide px Homicide Oo. Undetermined manner Oo 


CHIEF MEDICAL EXAMINER 


x 


5 


4 should be forwarded to the Chief Medical Examiner’ 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


ACTUAL [ 
SIGNATUR: 


Health or its designated agent, prior to burial, cremation, or removal, and in any even 
9S 


sc. Coaapelatain EXAMINER DATE ae 
ae EXAMINER'S TY QAEDICAL EXAMINER 7 -éS 
RS Qh |e LBAME (tye f TBS: Usbisere (4 eh al 
a 8 iG @. BURIAL, CREMA | 22b. DATE THEREOF 22e, NAME OF CEMETERY OR CREMATORY ui 224. “LOCATION (City, town, or country) ee 7) 

2 REMOVAL (Specify) 
ae | Burial 7/3/65 St. Marys Cemetery Silver Run, Carroll Co,, Md, 


< 
3s 
ee 
a 
iy 


o INERAL DIRECTO! ‘s ADDRESS — 24e. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
oie ie] A Litt riserestonn, Pag | Ul 6 1965| fonds Pace 


fc rei 
, and in anyNeup 


mit. Then 


y the attending physician ang 
led with the State Dept. of Health prior to burial, cremation, or removal 


transit per! 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
ficate has been signed b: 


age 3 should be detached for use as the burial 


=z 
S55 
segs 
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ees 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ti CERTIFICATE OF DEATH D4 


1. 


103 SS. CEWTHIAR STORE 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before “pe 


a co” 
a. STAJE b. COUN 
et he ON CPALT CL CY 
c. CITY OR TOWN (If outside corporate limits, write RURAL and a nearestfown) 


* LA ORE AS 


CONT MARYLAND 


b. € OR TOW! Z outside perp orate limits, - LENGTH OF STAY IN Ib 
write RURAL and | give nearest, town) 


<< Ank SHES 
‘d. NAME OF HOSPITAL OR | Ae not in hospital, give street address) 


3. 


REET i hiclaglAD be RESIDENCE 
WOAVELUNT ONLY Tz ae YES nv No woBL, 
Month 


NAME OF First Middle Last 4 me Day Year 


oy 


tins Chey  2¢lew LvcAs | tow july 7% wes 
6. COLOR OR PACE 


SEX 7, MARRIED [-] NEVER MARRIED[] | 8 DATE OF BIRTH 8. AGE {In years IFUNDER 1 YEAR IF UNDER 24 HRS, 
c 


fast day) Month: e 
WIDOWED GR pivorceo [-] LAY 14 1976 | Esa uae | i 


yrs. 


a (Give kind of work done 


tal CITIZEN OF WHAT 
{DAZUSUAL OCCUPATION (Give Kind of work done] 1Db. KIND OF BUSINESS OR “te A BIRTHBLACE (County & State or foreign country) | 12, CITIZEN OF 
oe Hee LAWL? Ci 
13.” FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


JOHN FL/ oe ake RACHEL  DERRIEKS 


MEOICAL CERTIFICATION 


15. WAS DECEASED EVER INU.S. has FORCES? 
(Yes, no, of unkown) | (Ifyes give war or dates of service) 


16. SOCIALSECURITYNO. | 17. INFDRMANT ~4-2y7O4LE > adaress 


= LARD bc DEES a 


» 


——~ 

18. CAUSE DF DEATH [Enter only one cause per line for (a), ae re (c).. INTERVAL BETWEEN | 
PART |. DEATH WAS CAUSED BY: Ear AL Bae. We 
-; . , , IMMEDIATE CAUSE (a). 


31x DUE TO ) 
Conditions, If any, which () She Dodie 
gave rise to Immediate we 


cause a), stating the DUE TO 
underlying cause last. ts 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. fits paint th 


PERFORMED? 
ves [} wo A 


20a. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
OR CONTRIBUTING [] CAUSE OF 01 
(IF EITHER, NOTIFY MEDICAL EXAMINER 


2Dc. TIME OF INJURY Month, Day, oe 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, 


Hour a.m. while Not While factory, street, office bidg., etc.) 
p.m. 19 at work |} at work o 


21. | certify that (1) (this-hospital) pended th 
saw the deceased alive on_| 


20. (City or town) (County) (State) 


deceased from. : Pe : >, that (I) (we) last 
190 4, and thatldeath“o¢curred acy pont the oduses and on the date stated above. 


22a, SIGNATUR 22b. ay IGNED pple 


Ato Five's (Biron Obs. gale —-o 


22d. mer 


22c. PHYSICIAN'S 


yo as Pichi & SER euAa 


‘Sect | di DATE THEREOF “hes NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Wy 


(Specify) ae Whe ST LUKES CEMETER, LUST RSTOW, WN A (i. 


Ul Sa DIRECTOR ADDRESS | 25a. REED BY (73 25b. AS SIGN 


P MES THT IR oe JUL 1 6 is eg 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09112 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 12488 


1 


\ 


FOR STATE 


HEALTH (1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceesed lived, If institutions Residence before edinisiog] 
e 4 Pou e. STATE b. COUNTY v. 
ge sh Carroll MARYLAND _ Maryland 
3.=5 b. CITY OR TOWN [if outside corporele limits, | « LENGTH oe STAY IN 1b ¢. CITY OR TOWN [If outside corporete limits, write RURAL end give nearest town) 
$558 write RURAL end give neerest town} | das. 
every > a 
ofts Sykesville _ 86 vrs/10 mos.|  Baltimor City A 
n> 5® IAME OF HOSPITAL OR INSTITUTION (if not in hospilel, give street eddress) Sean eee @. 15 RESIDENCE 
po | ON A FARM? 
2 __ Springfield State Vospital 8 | ves [] NOL] 
etal 3. NAME OF First Middle last | 4. DATE Month Dey Yoor 4 
Bese DECEASED i | Be 
an = (Type or print) Annie B a) weesH. VANCELS | DEATH July 9, 19 65 
= Pie 5. SEX $. COLOR OR RACE) 7. maRRIED [_] NEVER MARRIED [&] | & DATE OF BIRTH at 9. AGE (In yeors {IF UNDER 1 YEAR] IF UNDER 24 H 
Sua last birthdey) |"Months| Deys | Hours | Min. 
ae female white wivowen [] _vivorcto [] 12~2 8-85 yrs. | | 
<= ae . )10e. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country). 12. CITIZEN OF WHAT COUNTRY? 
et ee done during mos! of working life, even if retired) 
Z38e% none Maryland _| U.S.A. 
= 2 5 a “13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME a 
aen o 
ar Bernard Mangels | Elizabeth Meamreite f 
4 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 17. INFORMANT Address — 3 - 
2) (Yes, no, of unkown) | (Ifyesgivewerordetesotservice) ¥ 
§ no = i Springfield State Hospital Records 
= 18. CAUSE OF DEATH [Enter onfy one couse per line for (e}, (b), end (e).] ) INTERVAL BETWEEN ; 
£ PART |. DEATH WAS CAUSED BY: F DNSEDANDIDEATH 
5 4 IMMEDIATE CAUSE fe) AS phyxia. mins. 
2 > Seri 
a Gs. / Pi DUE TO 
£ a Conditions, if eny, which i) Ocelusion of larynx with food. | mins. 
oy 0 to immediete couse 
19 the underlying ( CUETO 
Chronic Rheumatic heart disease with failure. years 
f__¥M ih 


ICAL EXAMINER: This certificate should be executed wi 


¢ 
5 

oe z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ita] 19, WAS AUTOPSY 
= 5 ———— PERFORMED? 
4 

g $ Imbecility plus Epilepsy. ___| es XJ no 
s = | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) 

a2 & | PRIMARY [) or CONTRIBUTING [J 

a G | CAUSE OF DEATH. 

2 Pi ee > ae =i £ 
3 z 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY ae 200. PLACE OF INJURY (Home, ferm, | 20%. (City or town) (County) {Stete) 
3 a jour em, While Not While fectory, street, office bldg., ete.) 

s OC |E|5235"peme 7/9» 65 loro] ot wot BK] Dinning Room sais Sykesville, Carroll, Mde 

g Fil 1 certify that | took charge of fhe remains described above, held an Autopsy . Inspection Inquiry and in my opinion 
& Y 9 P' 

= 

S$ 


death resulted from: rf. causes [_], coldent Bx] Suicide [], Homicide [7], Undetermined manner ‘oO 


CHIEF MEDICAL EXAMINER 


Health or its designated agent, prior to burial, cremation, or removal, and in any event 


4 should be forwarded to the Chief Medical Examiner’s Office along with fort 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


® RoruaL, n pilryk ASSISTANT MEDICAL EXAMINER ae Ven ‘3 = 
Be g i PUTY JED: VG se 
Bs | [Names / W, Glenn Spefcher, M.D. “F383 oS es trnudhe Kettaolfy 
ra g om | ates AL aa ules 22b. DATE THEREOF | 22e. NAME OF CEMETERY OR CREMATORY Hie LOCATION (City, town, or re Baro Ny bef 
potas ae 7-13-65 |MT: CARMEL CEM, SWZ UDONNELL ST pp. 
VR AISME Gol 4 Co whey ra ST, 240. REC'D BY REGISTRAR b fclent ee $ Die, Ve 
sm ie2 BAKTO,, Alda4 Md, \oeJIL14 196 ak 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


99113 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 12489 


\ 


i—] 
7 


sss 
= 
— 
= 


|. PLACE OF DEATH, 2, USUAL RESIDENCE (Where daceased lived, If inslitution: Residence before ediission) 
ze e. COUNTY 
B28 Oo y - MARYLAND 
Sc= 5 b. CITY ORAOWN (if outside corporate timits, | ¢. LENGTH OF STAY IN 1b x Ulside “le limits, write RURAL and give neerest town) 
Ou o 
e2se write per ee nearest own) * 
2S3t. . ff” , 
cae ss Aha ge hh oe page| 1 
UE Do d, NAMEOF HOSPITAL OR INSTITUTION (if not in aii, give nae ddress ne ~\-@, 1S RESIDENCE 
-_- an Af ON A FARM? 
2G ae 
| a ) | en) 
Pos aus 3. ReEaee First Middle Lest [4 Texte “me Yeer 
go> sf — 
=e Mas A {Type or print} OT - 7 a) MAN, | SEATH pes 
SaD VSapSEX, WY 6. COLOR OR RACE|7. marrizo [EPK . ~|[9. AGE (In yeers {IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Soh a lest a Feud Pian 
ty VAL + | seein, common : ve 1 Bie 
aa 10a. Mh, open (Give kind of work | 10b. OF BUSINESS OR I E or ee co i Sane "Lo ‘OF WHAT f tl 
be done dy king lifaz even if retired) Le. 
By fee 
ga- 33 Cex leleG al 
£ bar) 3 13. FATHERS NAME , i 14. MOTHER'S ie an 
— 
Noa fe 
Soex5 ape Ee ed i ee Ae. Le ee y 
2105 ae TS, WS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. LORIN S v 
ta {Yes, no, or unkown) | (Ifyasgivewaror dates ofservice) 
= Vip 

Be. ye: 5 LM 
Hy 55 = - +! in x a 
z 2 sats i. CAUSE OF DEATH [Enter only one cousgefhline for (e}, (b}, end {c).. (B odes io 
glen s PART |, DEATH WAS CAUSED BY; TFA HT 

=ofO0 Af 
o5tne IMMEDIATE CAUSE (a) _ = — 3 eee 

ers 2 
23235 2EoX me Steal) 
Beers f 
32630 Conditions, if eny, which A mal Mg leet. re 
fron 96 geve rise to immadiete ceuse —- 
258ae (8), steting the undarlying ¢ OWE TO Tb 
5 wane hy ing. LtA-JD 
oSEvSG {c) 
ZO EO si ae 
efegh z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELAT Mh cll THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{e)| 19. WAS AUTOPSY 
Sut og 9 PERFORMED? 
2oaSs 0 ls YES No Sr 
= 25 30 © |"20e. EXTERNAL CAUSE WAS “) 206. DESCRISE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Pert It of item 18.) SS “a 
@eese22 & | PRIMARY [1] or CONTRIBUTING (] 
Wood & | CAUSE OF DEATH. 

250.2 2 see te SS. 
were eo < 20c, TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Homa, form, | 20f. (City or town) (County) (State) 
| SU Ra 5 Heaisiesms While ___ Not While fectory, street, office bldg., etc.) 
bg 8 : Aid 9 et work at work [_] t 

5a ye , a ; rae 
in $ 202 21. I certify that | took charge of the remains described above, held an Autopsy [al Inspection x Inquiry im) and in my opinion 

Spe aa - 
5 53 i} $ death resulled from: Natural causes FX. (Accident [_]. Suicide [_], Homicide [_], Undetermined manner [_] 

3 p, 
ian ae 1 p V/ / CHIEF MEDICAL EXAMINER 
2a l 

poi? seruns, fi ; 2 ASSISTANT MEDICAL EXAMINER DATE SIGN) a — 
Bes FI a "DEPUTY JAEDICAL EXAMINER 
Seam 5 EXAMINER'S 
Pe eee A _| NAME (Type) _ 
a g2p = 22c, NAME OF CEMBTERY OR CREMATOR A) zi. eA wn, oF ca 

L Ape 3 
pita! Hi ie A 
a a 

24s, REC'D BY REGI ey ten bon ISTRAR 

VR AISME 
5M 1/62 ZS 7 A. ol ke i 65 fled a aa 


, » 


+ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 
Page 4 may be retained by the hospital or attending physician. 


ificate be executed within 24 Dp. after death. 
letely filled in by the 


Be. 


papers. Pages 


rbon 


ca 


lease fe 
, cremation, or removal, and inany ever, within 72 hours aft 


-transit permit. Then pl 


MARYLAND STATE DEPARTMENT OF HEALTH 


‘| DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301-W. PRESTON STREET, BALTIMORE 1, era 
a 
\ ( } v4 


Items @ 2 o CERTIFICATE OF DEATH... y oe e.i.4d0 
r 7 dence before ey 


1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Res 
¢ a, STATE b. CDUNTY 2 
@ARROLL MARYLAND MARYLAND 


b. CITY OR TOWN (if outside ERInarete {imits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL ‘and give nearest town) 


write RURAL and give nearest town) 


SVitLe 


Ya ea 


114A, 2m ISA] BAL Ti MORE CiTyY 5 
giv 


d. NAME OF HOSPITAL OR INSTITUTIDN (if not In hospital! give street address) || d. STREET ADDRESS: 6. Lipa lols 
(5 |Spaingfie Id State thos Pi TAL Bot S.Furron Ave. ves] noi 


3, NAME OF First Middie Last 


fypeorpin) CHARLES HENRY MAREieELD! Bam JULY 3B 19 5 
5 SEX G. COLOR OR RAGE 


] 7. MARRIED [_] NEVER MARRIED [_] 5 DATE OF BIRTH 5 AGE (In years FUNDER 1 YEAR [F UNDER 25H, 
MALE [Waite |! wow DIVORCED [aq | Gb NOY _ ye. 


4. DATE Month Day Year 


Months} Days | Hours Min. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND DF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN DF WHAT 


cal 
Mechanic u-S-A 


during most of working life, even If retired) IN UNTRY? 
Repar a Shop Blt: moReCi-hy Md 
14, MDTHER’S MAIDEN NAME fy 


13. FATHER’S NAME 


Geoace William maafield Jennie Barbara Lentz. 
15. WAS DEC EASED EVER IN U.S. ARMED FORCES 16. SDCIALSECURITY NO, OT irl Pe im peat * Address e. | Ba It. 
A ‘ 


(Yes, no, or unkown) | ({fyes give war or dates of service) 


—_— @ MaaGeld 1341 % 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one cause per {Ine for (a), (b), and (c).1 
PART |. DEATH WAS CAUSED BY; * - 
/ 2 IMMEDIATE CAUSE (a) Lag ais c Failure 
Dob / 


Conditions, If eny, which Be 7 aR +eaial sclerot ctatd 10-VAScu lak 


(AL BETWEEN 
DNSET AND DEATH 


gave rise to Immediate Gabe ren hh 
cause (a), stating the ( DUE TO Sease 
underlying cause last. {c). 


PART Il. OTHER SIGNIFICANT CONDITIONS CDNTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CDNDITIDNGIVEN INPART 1(a) 19. Peau 


i PERFDRMED 
a0 = Manic-d epRessive Reactien Manic Ty pe ves [} no fo 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Pert | or Part 1) of Item 18.) 


DR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NDTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


Zod. INJURY DCCURRED | 206, PLACE DF INJURY (Home, farm, 
Hour a.m. while Not While factory, street, office bidg., etc.) 
p.m, 19 at work[_] at work Q 

21. | certify that (1) (this hospital) attended the deceased from. a= 19 S that (1) (we) last 


1952 t 
saw the deceased alive on = le S” and that death occurred at.“ pM, from the causes and on the date stated above. 
225. DATE SIGNED 


19. 
22. SIGNATURE Y's | = 
Axe: Niger PY ve)ig, HE" VBom OE | 1 = - eS 


20f. (City or town) (County) (State) 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician A 


director, page 3 should be detached for use as the burial: 
should be filed with the State Dept. of Health prior to bu 


VR A15 (4) 
15M 4-64 


22c. “PHYSICIAN’S anil 22d. ADDRESS 
mnt DQ. Nac Mu yukuasar|’s 5 Hospital Sykes: tle Md_ 
23a. ae Rie et 23b. DATE THEREDF 23c. NAME DF CEMETERY DR CREMATORY 23d. LDCATIDN (City, town or county) (State) 
Bub tate seen 7/6/65 Loudon Park Baltimore Md 


YW #1 PURE ROB, 4101 Edmondson ‘A¥e 


25a. REC'D BY moch REGISTRAR’S SIGNATURE 


ome JUL 7 196 et ha 


mi 


a2 


fte or 


in by the funeral 
Pages 1 


ithin 72 hours ai 


pletely filled 
arpon papers. 


nt, 


ie 
ve 


ov 


The law requires that the death certificate be executed within & >. after death. 
|, cremation, or removal, and in | ny’ 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
should be filed with the State Dept. of Health prior to burial 


director, page 3 should be detached for use as the buri 


MARYLAND STATE DEPARTMENT OF HEALTH 
esis” STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 124 


a es 


-I. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY 
Carrol) MARYLAND Maryland 
b. aa OR TOWN (if outside col yporate, limits, c. LENGTH OF STAY IN 1b ||c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) Baltimore 
" (Rural) Sykesville Sly lim 94 aoal-4 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET AOORESS 8 is RESIDENGE 
Springfield State Hospital None listed peak! 
yes] no] 
3. NAME OF 
DECEASED First Middle Last 4. re Month Oay Year 
(Iype or print) Wilbur NMN McCauley DEATH P. 5 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIEO (77 NEVER MarRiED 8. DATE OF BIRTH 9. fas ee as TFUNDER 1 YEAR]IF UNDER 24 HRS, 
ay) | Mi in, 
male white wipoweD [-] pivorceo[]| 11=4-1885 ss a Peres ore | a 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KINO OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY COUNTRY? 


Chef assistant 000 Marylan USA 
13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
Jasper Me Holden 
5. WAS DECEASED Cal mos RMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 
BO. |__none records a 
18. CAUSE OF DEATH [Enter only one cause per tine for (a), (0), and (c).] hts alee 
PART |. DEATH WAS CAUSED BY: 
eS ae nai Acute myocardial infarction Lohetee 
7 tol ETO Arteriosclerotic cardiovascular disease years 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause last. (c) 
& | PART 1. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUTNOT RELATEO TO THE TERMINAL DISEASECONDITION GIVEN INPART1(a) |19. Was AUTOPSY 
| Schizophrenic tio: id t ee 
S phre reac NM, parano. ype YES as No PY 
= | 20a, ACCIDENT WAS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
& | OR CONTRIBUTING () CAUSE OF DEATH 
© | (iF EITHER, NOTIFY MEOICAL EXAMINER) -- 
| 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO |20e, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) County) Gtate) 
ray Hour a.m. While Not White factory, street, office bldg., etc.) 
3 -- -- —— 
= p.m. 19 at work at work) 
21. | certify that 48 (this hospital) attended the ae from. 19. to. that) (we) last 
saw the deceased alive on_2—5= __—_19. 65, and that death occurred at_ZAeM, from the causes and on the date stated above, 


22a. SIGNATURE 


22b. DATE ae. 
wo. PAYS ) Slktcror CPs, | bei nide 
22d. AQORESS 
Klaatsch, M.D. ayneeae, varyland 
OW (Gity,-town or Ne . (State) 
Avene, | 


Be ae 


22c, PHYSICIAN’: 


NAME (Tye) Heinz 


23a. mana pect | 2p 


REMOVAL (Specify) 


REG’O BY R sen 


CAAWL 12 1965 


evteed 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
a8 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


3 CERTIFICATE OF DEATH 194 
oy — = = 
23 1. PLACE OF ae 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before adnjlsion) 
on a. COUNTY a, STATE b. COUNTY 
Bee MARYLAND Maryland Baltimore 
= S a ,e # Alt es. ime ¢. LENGTH OF STAY IN 1b |} c. CITY OR TOWN (If outside corporate fps write RURAL end give nearest town) 
BS 
Balti pay 
= ae tpt, give Street address) || d. STREET ADDRESS — = - @. 15 RESIDENCE 
2an ‘ ; "ON A FARM? 
=s 
5 S38/ 4600 Manordene Road Ls no Bx} 
Sas /3. NAME DF 4. DATE Year 
op DECEASED DF 
(Type or print) / Ny DEATH Zu pe - 
5 ACE 8. DATP/OF BIRTH B rs TIF UNDESEYEAR| IF UNDER 1 YEAR|IF ONDER 24HRS, 
ay) ee | Days ho tea Min. 
Bullous oworceo[]|Juné 2, 1872 ‘ 
da: USURI ATION (GiveRIhg 10b. KIND oF BUSINESS OR 11. BIRTHPLACE (County & Stato/or foreign country) | 12. foal OF a 
during most of working tife, even It reeds COUNTRY? 
eed | taatary work Baltimore, Md. U.S.A 
Ta. FATHER’S 14, MOTHER'S MAIDEN NAME 


Unknown Mary Margaret Coleman 
15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
Balto., Md. 


(Yes, no, or unkown) | (If yes pive war or dates of service) 
212-03-7193 |Blanche M. Staubs |: 4600 Manordene Rd. 


No_ 
INTERVAL BETWEEN 
, 
¢ 


18. CAUSE OF DEATH [Entor only one cause pi 7 ine for (a),{b), 


PART |. DEATH WAS CAUSED BY: 
/ ’ IMMEDIATE CAUSE (a) [> 


DUE To 
Conditions, if eny, which b). 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 


19. WAS AUTOPSY 
PERFORMED? 


ves{] not] 


or attending physician. 


20a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
Hour a.m. while ranst while factory, street, office bldg., etc.) 
p.m. 19 at work [_} at work (Fj 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Pert tl of Item 18.) 


20f. (Clty or town) (County) (State) 


MEDICAL CERTIFICATION 


21. | certify that (I) (this hagpitayy/ Atteni 
saw ting deceased alive pn Apet-% ha EG, fm the pauses and on ie date stated above, 


bene ame 5 Ms 
4 22b. DATE SIGNED 
‘STAFF 
| m7 


MED. 
DIRECT) 
{’ 


= 
8 
Ey 
> 
= 
=. 
a=] 
= 
Ss 
Ss 
S$ 
S 
& 
= 
ig. 
Ss 
= 
‘2 
4 
oc 
= 
o& 
= 
S 
= 
S 
= 
F-} 
° 
a=] 
= 
Ss 
a 
= 
= 
oc 
a 
= 
- 
3S 
a 
2 
(=) 
2 
Ss 
ee 
a 
o 
s 
s 
= 
= 
= 
a 
ke) 
eS 
wo 
a 
= 
a 
oS 
ae 
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® 
3 
8 
= 
a. 
e 
s 
FS 
= 
rd 
. 
3 
2. 
= 
s 
Ss 
+ 
1] 
5 
c—) 
o 
s 
= 
2 
& 
2 
3 
3 
oS 
2 
2 
oS 
2 
S 
& 
= 
> 
3 
o 
P=) 
= 
= 
3 
= 
a 
Led 
o 
& 
s 
a 
aa 
2 
rs 
2 
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= 
Bos 
2 
2 
a 
bo 
p32 
3 
ie 
eS 
= 
2 
= 
> 
a 
3 
2 
a 
o 
s 
a 
=) 
a 
BY 
= 
2 
a 
3 
“3 
a5 
30 
Sa 
oc 
hee 
sea 
>s 
a2 
ox 
2 
fe 
sé 
ae 
ba) 
25 
Sa 
ce 
<2 
oe 
= 
igs 
o 
= 


2a, BURL nA | 23. DATE THEREOF | 23c. NAME OF CEMETERY OR GREMATORY 758. LOCATION (oly, town oF Count (State) 
oecify} 
27,1965! Loudon Park Cemeter Baltimore, Maryland 


ADDRESS 25a. REC" P 5 ee 25b. _ REGISTRAR’S SIGNATUR, 
to.,Md an Yncge 
rmacost 4600 Liberty Heaaes Mal omredldl 1965 i 


MARYLAND STATE DEPARTMENT OF REALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a yy EATH 1 DAGQ: 
3 09117 CERTIFICATE OF D ‘ 5% 24 ae = 
3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before edmission) 
eae e. COUNTY a. STATE b. COUNTY 
£55 Carroll « MARYLAND Maryland bs Carroll o 
rs = 3 b. cary OR TOWN [if oulside corporate IImits, c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if outsida corporate |i ‘wrlte RURAL ond give neerest town) 
ote é, write RURAL end give neerest town) 4 K 
sae Westminster 2 weeks Westminster RD #6 
f= 2 “, d. NAME OF HOSPITAL OR INSTITUTION {if no! in hospitel, give street eddress) d. STREET ADDRESS ‘ . e. ieee aes 
=42)/ | Carroll County General Hospital / 
Ban E OF “First ~~ Middle = ‘et =—~S*«&s«d.«éDANTE Month Dey 
a DECEASED OF 
{Type or print VIOLA ELIZABETH MILLER DEATH if 30 
5. SEX 6 COLOR OR RACE] 7, jwanmiéo [X] NEVER MARRIED [_] | & DATE OF BIRTH FRG Li yoors ee eA 
female white wow} vivorceo(]| April 1, 1893 yrs. 


We. USUAL OCCUPATION (Give kind of work 
done during most of working lifa, even if retired) 


house-wife 
13. FATHER’S NAME 


Frank Frick 


10b. KIND OF BUSINESS OR INDUSTRY 


M1. BIRTHPLACE (County & Stele, or foreign country) ] 12, CITIZEN OF WHAT COUNTRY? 


Smallwood, Carroll Co. | U.S.A. 
14. MOTHER'S MAIDEN NAME = 


Rebecca Rosenberger 


it permit. Then please remove c 


ie WAS ae EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.) 17. INFORMANT Address 
‘es, no, or unkown] lyes give werordatesofservice) 
220-18-1827| wr. wilbur E. Miller sane 
18. CAUSE OF DEATH [Enter only one couse per line for (e), (b), end (c).] = -. 2 | BE A CAT 
PART |. DEATH WAS CAUSED BY 3 = 
IMMEDIATE CAUSE (e} CARDING "PHREEST : = [A OUMeD 
4 axes DUE TO | 
Conditions, if eny, which (b) Porre STENMOS)S 33 VERS 


gave risa to immadiate causa 
(e}, stating the underlying DUE TO 


0 « Aereeoscieegotic Herwmar Diegasé | YEwns _ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(e)) 19. ie ure 
x YES No [] 


20a, ACCIDENT WAS UNDERLYING (] 
OR CONTRIBUTING [1] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Dey, Yeer 
Hour 


20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert tl of item 18.) 


200. PLACE OF INJURY (Home, ferm, | 2Df. (City or town) ~~ (County) 


2Dd. INJURY OCCURRED 
factory, street, offica bldg., etc.) ; 


While __Not While 
work D 


MEDICAL CERTIFICATION. 


21. | certify that (this hospital) , that (1) (we) last 
saw the ae ‘eased alive OM... scene 9S és, and ~ death pee al #. M, from the causes and on the date stated above. 


ae ir eee fon ATTENDING ___-MED. STAFF ee pre 
etd: mo. | PHYS. Eq—“birecror [] Pays. [] wiky) 
Te. = i 


Ua2.06 the deceased from. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


death, Page 4 may be retained by the hospital or attending physician, 
TO FUNERAL DIRECTOR: After this certificate has bean signed by the attending physician and 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
director, page 3 should be detached for use as the burial-tra 


| YSICIAN’S 22d, ADDRESS 
i] NAME (Type) 
‘232. BURIAL, CREMATION, 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) =. eres 
REMOVAL (Spectr) 8/2/65 Trinity Lutheran Cemetery Smallwood, Naryland 


VR AIS (4) 
20M 5-6: 


24 FUNERAL DIRECTOR'S SIGNATURE = ADDRESS 253, ie BY ged TRAR’S, SIGNATURE 
Wa Fegeroyh LEA Fitter Pride F oafWUG 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMDRE 1, MARYLA| 
ea 
FOR STA 09178 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 16495 
HEALTH DEPT. |5 @. USUAL RESIDENCE (Where dpceased Tied nttton Residence Bet aamisslen) 
a. STi }. COUNTY 


MARYLANO 


BES ea b. CITY OR TOWN (If outside porn orate limits, c. LENGTH OF STAY IN 1b cl OWN (If oufSige corporatp limits, write RURAL end give nearest town) 
8 =r £3 teu apd give nearest town) aa x 
Soe Ss “ee, : Lt 
ee: ise G. NAME OF HOSPITAL OR INSTITUTION (if not In Hospital, give st@et address) Gog Z Oy 6. Ts RESIDENCE 
£2 gn Der er | 
Boa BS ves) no 
sz “2 3. NAME OF VED "VEW Last 2 pate Month Day Wien 
se... 
Ss gu DECEASED 
ae sn (Type or print) a bes L lo 
=o ss S. SEX . COLOR,OR de Fit 7 A LM MARRIED [_] NE W DATE'OF a7- (8 Pas In oon IF UNDER i ¥ BAR| tee 
226 = Ss ‘Months } Oays | Hours | Min. 
Bae fn WIOOWED DIVORCED ["] yrs. 
sos \E | ted, pe ala Basie 2 OR 27-18 phone or forelgn country) 12, CITIZEN OF WHAT 
See \SS / kipg | If retired) ye 
Sou 72 On Penecca_ 
Hee $5 - MOTHER'S MAIDEN NAME 
sc oc 
Bee SS . oe 
2H ES 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO, | 17. \ RANT Addre: 
Nsco é (Yes, no, or unkown) | (If yes glve war or dates of servi re ‘A tel FS - 
ag Es YA) 20-08-07 fe Ceicetel, 
= se Pag 18. CAUSE OF SEATH [Enter only one cause per r (8), (b), and (c).1 aa INTERVAL BETW. 
See toe PART |. OEATH WAS CAUSED BY: f INSET ANDLD) 
275 32° yy 2 IMMEDIATE CAUSE (e) Z Z 
* 5) eee he 
S25 5s / DUE TO ( 
eos 35 Conditions, If any, which 
+ ae (b). 
3 a2 5 5 gave rise to Immediate 
RB 45 cause (a), stating the DUE TO 
332 oe underlying cause lest. (c) = 
oe Se & | PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITION GIVEN INPART (2) [19. WAS AULOFSY 
32s 23 0 5 ves [] no ST 
= = 
e ad 2 | 20a. EXTERNAL CAUSE WAS 2ob. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
S=ss us & PRIMARY (} or CONTRIBUTING (} 
cee =o {2 | CAUSE OF DEATH. 
ae Ze = |20c: TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, ferm,| 20f. (CIty or town) (County) (State) 
eel me £ Hour fectory, stree bidg., etc.) 
zez gs |= c 
ee. ce escribed above, held an Autopsy {_], Inspection Qf Inquiry {_], and In my opinion 
8385 , 
e22S% Sulcide [], Homicide [_], Ufdetermined manner (_] 
3 
=ose7 CHIEF MEOICAL EXAMINER [-] 
2e8e8 Sf 22, J ED 
2gSe= (2-€-7Ay,0, ASSISTANT MEDICAL EXAMINER [] . pee 
& 
zsas5_ 6 3 pis DON 0 thea 
ae Zs 4 EXAMINER'S 
o s 2 a3 A NAME (Type) 
Si 83's p= RG 23c._ NAME he CEMETERY OR CR zs RY Pe sNacacomolee (City, Jown or Ul 
esstosh | Y We 
° 
" ‘ADDRES: 25a. | BY REGISTRAR | 25. REGISTRAR’S Uh 
VR AISME (5) \S Sid | 
5M IS is = 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARY 


M)L 99378 CERTIFICATE OF DEATH 12496 


1, PLACE OF DEATH 
e. COUNTY 


C Vi RF. Vit OAL MARYLAND 


2. USUAL RESIDENCE (Where deceased bived, If institutlon: Residence before edmission) 


ven eta Cpa 56 fib blo 


in by the funeral 


in 24 hours after 


ma) 

3 

ES 

2% b. CS en i hides SEs) limits, cc. LENGTH OF STAY IN Ib , ¢. CITY OR TOWN {If outside corporate limits, write RURAL end give neerest town) 

aU write and give nearest town) \ 

~s WEWWY2ScP  AuRFL| WEEKS |" NEW WINDSOR - 
a 2 6 d. NAME OF HOSPITAL OR INSTITUTION [if not In hospital, give street eddress) ) d. MEW ADDRESS a 8 ee 
eo: X|_fORTONS BARDING [foME _|\BLUE RIPLE PVE ves] NO D4 

DATE Month Dey Year 
DECEASED 


“3. NAME OF ~ First a Middle : Laat ? | 


imam ADA EMMA PALMER 


3. SEX 4. COLOR OR RACE|7. MARRIED [] NEVER MARRIED [] | 8 DATE OF BIRTH 


fa irae pivorceo [| OC 7 sy CER 


10a. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. tee (County & Steta, or £7 country) 


or _ 
Bram JULY JS” 9S 
9. AGE (In yoors )IF UNDERT YEAR| IF UNDER 24 HRS. 
fo = eae Deys | Hours | Min. 
| 
12, CITIZEN OF WHAT COUNTRY? 


di; 
wi 


be executed 
er 
i 2 


-transit permit. Then please remove carb! 


|, cremation, or removal, and in any event, 


ian an 


done during most of working life, even if retired) 


House LEE LH ow OnE VL LMOVe A NAME Pa. MS 


THC6B WILLE T AWAN PB PIOSER 


15. WAS DECEASED EVER IN ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


= no, Ho. | (Ifyesgive werordatesof service) Ne NE Vs MARY bet SHE WA. PSO A MD 


‘18. CAUSE OF | DEATH ‘Enter ‘only one cause par line for (e), ue ond (c).] 
PART |. DEATH WAS CAUSED BY) a Lan y Cy ge 
|ATE CAUSE [6 F Vt1¢3 
/ oy a 4 
; 7 DUE TO 
Conditions, if any, which } ie (wey. sets gat fh es OE a 


igned by the attending physic! 


gave rise to immediate couse 
(a), steting the underlying (| DVETO 
cause lest. 


(¢) 


Fs ~~ PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL AL DISEASE CONDITION « GIVEN IN | PART eo) 19. WAS AUTOPSY 

= 
Ali = 7 yes [] NO [cay 
Ms & 200. ACCIDENT WAS UNDERLYING oO 2Db. DESCRIBE HOW INJURY OCCURED, [Enter neture of injury in Pert I or Part Il of item 18.) 

| OR CONTRIBUTING [) CAUSE OF DEATH 

G | (1F EITHER, NOTIFY MEDICAL EXAMINER) 

s 2De, TIME OF INJURY Month, Day, Year 2Dd. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 2Di. (City ‘or town) ~ (County) (State) 

ray Hour e.m, While Not While factory, street, office bldg., etc.) | 

3 ce 1” at work [] at work [_] ; 


retained by the hospital or attending physician. 


CTOR: After this certificate has been si 


TTENDING PHYSICIAN: The law requires that the death certificate 


Ai 
be 


6: 


director, page 3 should be detached for use as the burial. 
be filed with the State Dept. of Health prior to burial, 


21. I certify that (I) (this hospital) attended the deceased from.././.. Row AA hat (1) (wf last 
we Ligh f by. §..19 ee , and that cenit Caer afer from the causes and on the date stated above, 


saw the deceased alive on 


/ 226. SIGNATURE 2 ATTENDING MED. STAFF SIGNED, 
f K pte Digan mo, [AME Biron Oy ARE Dirles 


He 72¢,/PHYSICIAN'S- 22d. ADDRESS 

- | NAME tg EY MIE. PLBERTS 6 NEW | Wie SIR. 2 DL 
= 232. BURIAL, CREMATION, | 23b. DATE THEREOF de. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 

Sots [yg mer Pee CREEL CARROLL Co MD. 


END 5, ee ee A ia i 


papers. Pages 1 and 
hin 72 hours afterd 


bon 


completely filled in by the funeral 
y event, wit 


al 
emove Cal 


igia 
transit permit. ng e 
cremation, or removal, ‘and i 


The law requires that the death certificate be executed within : hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending p 


id with the State Dept. of Health prior to burial, 


director, page 3 should be detached for use as the burial- 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
should be file 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
‘te ours} OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


factory, street, office bldg., etc.) 


q 
CERTIFICATE OF DEATH 16497 
y 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a, COUNTY a. STATE b. COUNTY vy 
Carroll MARYLAND Maryland, Montgomery ow 
b. CITY OR TOWN (If outside corporate limits, . LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, wrlf@ RURAL and give nearest town) 
write RURAL and give nearest town) 
Sykesville 1Omonths Silver Spring Ji X- oh 
d, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET AOORESS ce Che PMNS 
Springfield State Hospital 160 University Blvd., E. ves] nobel) 
3. NAME OF First . DATE Month Di Ye 
DECEASED rs Middle Last 4. Ug jon’ ay ear 
Ciype or pint LAWRENCE MOORE PRENTISS | Pe&m™ July 2, __19 65 
Oa 6. GOLOR OR RACE | 7, maRRIED[—] NEVER MARRIED [-] | ® DATE OF BIRTH 9.AGE (In years [TFUNDER 1 YEAR|IFUNDER 24 HRS. 
Jast birthday) (Months | Days | Hours | Min, 
Male White winowed []Sep pivorcen 7] | 4-19-Oh, 61 ys. 
10a. USUAL OCCUPATION (Give kind of workdone| 1Db. KIND OF BUSINESS OR AL. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 
ontractor 2 Maryland 0S oA. 
13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
Fred Prentiss Jennie Robbins 
15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) * 
None Unk. Records, Springfield State Hospital 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART 1, DEATH WAS CAUSED BY: : * “1 GNEET NEE 
pe Bis SE @—Bronchopnenmonia with abscess formation ..__| days __ 
i 7 x DUE TO 
Conditions, If any, which (b). Probable s epi jcemia, orcanism unknoym Avs. 
gave rise to Immediate ‘ 
cause (a), stating the ( OVE TO 
underlying cause last, (c) . 
3 PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITION GIVEN INPART (a) | 19. WAS AUTOPSY 
&|Chronic brain syndrome assoc. with cerebral arteriosclerosis, with ves FX] feds Oo 
= Da. ACCIDENT WAS UNDERLYING Ee. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part t or Part II of Item 18.) 
§ | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
3 20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
a 
= 


Hour am. While. — Not While 
pam. 19 at work] 


21, | certify that (1) (this hospital) attended the deceased from. H BtoB ie = 19. that (1) (we) last 
saw the deceased alive eee cer ir and that death occurred at©305 M, from the causes and on the date stated above. 
a. SIGATUR 226. OATE SIGNED 


E — 
Pan pe Bae pave NC] Bintcror C) eave, Gt] 7/3/65 
220. PHYSICIAN'S 22d. ADDRESS Springfield State Hospital 


at work 


NAME (Type) 
om) Antonius G M.D, | Mi 
23a. BURIAL, CREMATION, 23b. DATE THEREOF NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
REMOVAL (Specify) A N 
4 Pole ‘ 
25s. REC'D BY REGISTRAR] 250. RECISTRAR'S SIGNATURE 


owe JUL 7 


feLertis Judge 


Ny 


e. after- death. \ 


The law requires that the death certificate be executed with 


—-s 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09127 CERTIFICATE OF DEATH 12.492 


ig cue cern 2. USUAL RESIDENCE eae deceased a If Institution: Residence before admission) 
a 


it a. STATE b. COUNTY 
MARYLAND: 
Db. CITY or Le (if outside cor, Eperath, limits, c. LENGTH OF STAY IN 1b e CITY on tet (It outside corpopate limits, write RURAL and give nearest town) 


write RURAL and give nearest town: 


8, IS RESIDENCE 
ON A FARM? 


papers. Pages 1 and 2 


iny event, within 72 hours after death. 


id completely filled in by the funeral 


Larrctt Lo: ~Leutiak ran ves] no Zhe 
= 3. NAME OF First Middl 4. DATE Month Dar Year 
g DECEASED Iddle Last y 
s (Type or print) Ht EN DEATH ah pk 965° 
o 5. SEX 6. COLOR OR 7, MARRIED [-] NEVER amet 7 DA AN OF BIRTH 9) AGE (In yeors [IFUNDER 1 YEAR IF UNDER 24HRS, 
a £4. irthday) (Months | Days | Hours | Min. 
Ze | Py iu) wipoweD [F{ ——_ivorcep [7] minkee’ yrs. 
ec -e < ‘Da, USUAL OCCUPATION (Glve kInd of work done | 10b. KIND OF Pusniess OR ue ae CE (County & State, or fA. country) | 12. CITIZEN OF WHAT 
25 during most of working life, even If retired) INDUSTR' COUNTRY? 
Sse : 
aie 


13. FATHER’S NAME 


"Q Loele 'S MAIDEN NAME 
ae) 
15,/WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(¥6S, no, or unkown) | (If yes give waf or dates of service) 


ae Pele ax Address 
Ae ee 3 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] "4 joka gtk A aed 
PART |. DEATH WAS CAUSED BY: . a : 
5 Mest aes iy _CeKese@l Vascucae Zwvs veciciency | 2 WEE ce 


bon OUE To 


Conditions, If any, which @)_LVRTELIOStLEROSIS. CEenenarize) YER S 


gave rise to Immediate 
cause (a), stating the ( OVE TO 


CR 


ransit permit. Then 
cremation, or removal 


ificate has been signed by the attending ph 


§ 
o 
gases 
25s 
a °33 
oo eo 
2 2 
2 <5 underlying cause last. (c) Dp) Mies Oe SWELL LA TUS YERR s 
Beos & | PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITIONGIVENINPART (a) |19. WAS AUTOPSY 
3s = SS 
Bses le Veiniaay TReer | NEEeoTyON u No 
Zs eer 5 GROEN TREE: epee oe Eid aa 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Ii of Item 18.) 
3S 
Bg S22 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
£ a 283 g 20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
as Tse tS Hour a.m, While Not While factory, streot, office bidg., etc.) 
Sz 228 2 .m. 19 at work] et work C1 
53 2s 2 21, | certify that (1) (this hospital) attended the deceased from. 12 1992S t XS, 19687 that_(l) (we) last 
Psose saw the deceased alive pn__ ‘2S __192S and that death occurred at& SM, from the causes and pn the date stated above, 
E 
ees 22a. SIGNATURE 7) 22b. DATE SIGNED 
s = + SIGH : b 
cra 22s 5 2 Gn. SRROINS (/ Wikicron SNe Os/e 
22> ce bas 
=azSa8 22c. PHYSICIAN'S 22d, ADDRESS 
rEec3 / NAME (Type) | 
So 222 
=Ppres 23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR-GREMATORY 23d, LOCATION (City, town or county) (State) 
— e& 5 dG REMOVAL (Specify) Wy) ‘ Wed, 
pail Cx LY Gs led gone li Kueh Tet u 
Th. FUNERAL SIRECTOR y. . gf. RESS 25a, REC'D BY REGISTRAR | 25D. 
: 
VR AIS (4) | ; 
wusoW | YC. BanZie, Id _lodJL 29 1965 


24 hours after death. 


completely filled in by the fun: 


The law requires that the death certificate be executed within 


id 


a 
es 


carbon papers. Pages 1 


remo} 


in gay e' 


-transit permit. Then pleas; 


rtificate has been signed by the attending physician. 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, an 


nt, within 72 hours after Gea! 


MARYLAND STATE DEPARTMENT OF HEALTH 


| DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARY. ND 
09122 CERTIFICATE OF DEATH 12499 
LACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admisston) 
Ser a, STATE b. COUNTY 
Carroll MARYLAND Maryland Bal tim lore Cos 
b. CITY OR TOWN (If outside corporate limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 
Sykesville S- 1 da Baltimore OFX 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, ive street as d. STREET ADDRESS ~ 8. TS RESIDENCE 
Springfield State Hospital 2911 Duran Road vesC]_nofyl 
3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED OF 
Cope oF rnp MARY __ MAGDALENE _RBE 19, 
5. SEX 6. GOLOR OR RACE | 7, MARRIED [] NEVER MARRIED[]| 8» DATE OF BIRTH 9. AGE (In years] 1F UNDER 1 YEAR|IF UNDER 24 HRS, 
last birthdey) | Months | Days | Hours | Min. 
Female 3 WIDDWED ib Divorced []} “i _78 yrs. 


10a, USUALOCCUPATION (Give kind of work done 


11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 
Hous e 


ew f - Maryland. 1 of es 
13, FATHER'S NAME 14. JOTHER’S MAIDEN NAME 


Herman Thiele Mary A. 
15. WAS DECEASED EVER INU.S. ARMED FORCES’ 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


10b, KIND OF BUSINESS OR 
INDUSTRY 


(Yes, no, or unkown) | (If yes give war or dates of service) ’ 3 

No (none) Records, Springfield State Hospital 

18. CAUSE OF DEATH [Enter onl: iT ; 0), 5 INTERVAL BETWEEN 
PART |. DEATH. pease: a ad yee! hy sey a 7 ONSET AND DEATH 
yg, IMMEDIATE CAUSE (a) Arteriosclerotic C. ova Disease 
7 ee DUE TD 

conclitfons, jtéganys! WHE Generalized arteriosclero 

gave rise to Immediate ® sis 

cause (a), stating the DUE TO 

underlying cause last. (c}. 

PART IT. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a)[19. WAS AUTOESY 

CBS with senile brain disease with psychotic reaction ves) No I 


5 
3 
2 Sos 
B23 
232 
Bae 
8 z 
hare = 
583 3S 
#2 = | 2pa. ACCIDENT WAS UNDERLYING R 20b. DESCRIBE HDW INJURY DCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
=atv & | OR CONTRIBUTING [1] CAUSE OF DEATH 
22 82 © | (IF EITHER, NOTIFY MEDIGAL EXAMINER) 
=e eo z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 200. PLACE DF INJURY (Home, farm,| 2Df. (City or town) (county) State) 
as = s a Hour e.m. while Not While factory, street, office bidg., etc.) 
Sbsz = p.m, 19 at workL] ot work [1 
S3 3 21. | certify that 4) (this hospital) attended the th faa —— touily B _, 1965_, that-4- (we) last 
Efse saw the deceased alive on July 8 ___19 65__ and that death occurred at Mrom the causes and on the date stated above, 
@: 2° ag ATTENDING MED. STAFF ice ela 
oc ae (bran An mp. PHYS. CJ_pirector C] pays. KI! July 12, 1965 
Ze2c 2c. PHYSICIAN'S 22d, ADDRESS 
Sree. NaME (Type) L1se Kamm, M.D. Sykesville, Maryland 
ates 
=e in : Za. BURIAL CREMATION] 230. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 
pe 
ee buria 17/13/65 Loudon Park Baltimore 29,Md. 
2. ye Sad 4101 Edmonds oe iss 25, REC'D BY REGISTRAR] 25b. REGISTRAR’S SIGNATURE 
VR A15 (4) wiitzxe F.D.  amisietataiee ove JUL 1 2 Me, 
15M 4-64 4 i= 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


£ FB 
S sas 
a cet 
uo Zev 
eee 
Ss 2's 
£ 242 
= £25 
Rap 
g #05 
5 = 2 
2 on 
Sau 
st = a! 
Se 
= = 
= Pi 4 
s 
B= 
ee 
os 
24 


eas 


, cremation, or removal, ai 


The law requires that the death certificate be executed withi 


director, page 3 should be detached for use as the burial-transit permit. Then i 


should be filed with the State Dept. of Health prior to burial 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


YR A1S (4) 
15M 4-64 


Pes 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Male 


23 CERTIFICATE OF DEATH (Or 
1 pea 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
" Carroll sera a STATE Maryland b. COUNTY Montgomery 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) Rockville 
: T 
Sykesville Days : 2080 “7k ¢ 
qd. Sy JE OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS @. payed se 
ringfield State Hospital O4 Monroe ra 
“2 Prang i P 4 E yes{]_no 
3. AANA First Middle Last 4 ratte Month Oay Year 
anergy James Vandel Reeves Em duly 19> 
5. SEX 6. COLOR OR RACE 


7. MARRIEO E>} NEVER MARRIED [] | & ie iil 
wipoweD [7] DivorceD [] 3-26-17 


9. AGE (In years | IF UNOER 1 YEAR |IF UNDER 24 HRS. 


White |, tast birthday) (Months Hours | Min. 


yrs. 
BOecUSU ay por A eale rast wevkenne 10b. Aros OR 11. BIRTHPLACE (County & State, or forelgn country) | 12. eu OF WHAT 
url life, even et : s a 
PARA RN Se Virginia MES A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Willie Reeves Helen Reines 
aves DECEASED hace IN DepED EONoee! 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
Yes ToT one | 222R-14-4h9qSpringfield St. Hospital Record 
18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).] > INTERVAL Leh 
PART |. OEATH WAS CAUSEO BY: “ = : - . 
s7 IMMEDIATE CAUSE (a)_TLiver failure due to portal cirrhosis of livers lcs «Moe 
‘ // QUE TO 
Conditions, If any, which (b) 


MEDICAL CERTIFICATION 


gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause last. {c) 


PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TOTHE TERMINAL OISEASECONOITIONGIVENINPARTI(a) [19. WAS AUTOPSY 
CBS Assoc. with alcohol intox. with Psychotic reaction aa fa Hi oO 
20a, ACCIDENT WAS UNDERLYING 205, OESCRIBE HOW INJURY OGCURREO. (Enter nature of Injury In Part I or Part Ii of Item 18) 

OR CONTRIBUTING [] CAUSE OF 0! 

(IF EITHER, NOTIFY MEOIGAL EXAMINER) 

2c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |208, PLACE OF INJURY (Home, farm,| 20. (Clty or town) County) State) 


Hour a.m. factory, street, office bidg., etc.) 


p.m. 19 


21. | certify that (1) (this hospitab attended the deceased from_July. 3334 ‘4 Sty =Y 19-2, that (1) (we) last 
saw the deceased alive ot 19_— =, and that death occurred at_—*-M, rot the causes and on the date stated above. 
22a. SIGNATURE Y cS 22b. DATE mal 

G uo EO") Mien SAE yl 7-20~65 


while Not while 
at work [_] at work [) 


22c. PHYSICIAN'S 


NEG a ; 22d. ADDRESS Springfield State losp. 
Octavio } M.D, i Ma, 
7a. BURIAL, CREMATION, 23D, OATE THEREOF | 230. ‘NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
EUR Hagre™) | 7713/65 Avlington National Arlington Va. 


Boon OEE munerat Hone SP Mouvinie pub a Ty ee | eee 


vs 


Rockville, tary lanh 


\ 


jours after death. 


thin : h 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


quires that the death certificate be executed wi 


4 
s 
3s 
% 
= 
bo 
= 
Ss 
5 
S 
‘s 
o 


Page 4 may be retained by the hosp 


iy 


lezse remo) 


= 
s 
‘=I 
hs 
= 
Ss 
< 
Ss 
4 
3 
=| 
o 
2 
Ss 


transit permit. Then 


ficate has been signed by the attending phys 


e 3 should be detached for use as the bu 


= 
5 
a 
4 
‘ 
ac} 
= 
a 
2 
a 
Co 
= Sx 
pre 
Oo °o 
S243 
23s 
= oo 
alee 
Sas 
Ban 
os 2 
= s 
5°s 
un = 
Sou 
age 
ao 
es8 
S 
i=} 
25g 
Res 
eon 
e 


VR A15 (4) 
15M 4-64 


1. PLACE DF DI 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, maf LAND 


CERTIFICATE OF DEATH eoUT 


arial 2. USUAL RESIDENCE (WI lived, If Institution: Residence before admission) 
- b, COUN 
MARYLAND Raceay 
b. ely xa Dey:| af Uf putea cs cor] grate limits, ¢. LENGTH OF STAY IN 1b re 


‘OR TOWN (ff outside corporate limits, write RURAL and give nearést town) 
iva) " 


d. NAME OF HOSPITAL Of INSTITUTION (If not I i} i DDI @. IS RESIDENCE 
{if not In hospftal, give séréet eddress) ; TREET ADDRESS pcan 


aged no] 


a. COUNTY 


Hen. ACNE? ~ RH OODS | ES The ee 
pit 


oy Pas yet 6. GOLOR OR RACE] 7. maRRIED [] NEVER MARRIED[]| 9» DATE rt mee ran sbee FUNDER 24 HRS. 


Hours | Min. 
WIDOWED DIVORCED el death 
1Da, oO) i Kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE a ie & i or foreign country) 
during mi aby 3 If retired) USTR) 


Months al Days 


a = ay WHAT 


EA 


1 ER'S cane 


14. “Ve "S a NAME 
barvlior 
Th,SOCIAL SECL>TY ND. | 17. INFDRM. Address 
L Wher 


}. WAS DECEASED EYER IN U.S. ARMED FORCES? 
(Yes, 10, of unkown) at f yes give war or dates of service) 


INTERVAL BETWEEN 


AHL ‘ONSET AND DEATH 
ry 


y aa 
ATH [Enter only one cause per ie for ( } (b), and (Q) 
LEST DEATH Nes CrUaEreNG py 
IMMEDIATE CAUSE (a). 

f DUE TD 
Conditions, if any, which ) 
gave rise to Immediate 

cause (a), stating the ( DUE TO 
underlying causg last. {c) 


3 PART II. OTH! IGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NOT Ri ‘ED TO THE TERMINAL DI ECONDITIONGIVENINPART1(a) |19. WAS AUTOPSY 
le) a 7 . PERFORMED? 
Fy PA yes[} np] 
= 2Da. ACCIDENT WAS UNDERLYING ‘Ob, “DESCRIBE HOW INJURY OCCPRRED: (Enter nature of Injury in Part | or Part Il of Item 18.) 
§§ | OR CONTRIBUTING [1] CAUSE DF DEATH 
© | (IF EITHER, NOT! EDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year CCURI je. P' F lome, farm, B or town) ounty) 
z Vy Month, Y 2Dd. INJURY OCCURRED | 20 Hi LACE 0. ee fi 20f. (Clty or town) (County) (State) 
Fy} Hour a.m. While Not white factory, street, office bldg., etc.) 
= at work [| “at work | 


to. 
, from the cases and pn the date stated above. 
220. DATHSIGNED ee 

ATTENDING MED. STAFF 
M.D. PHYS. Sere C1 Pays. WA 5 


| 22d. ADDRESS 


22c. PHYSICIAN’S 
NAME (Type) 


23a, BURIAL, CREMA) 


23c, NAME OF CEMETERY OR SREMAJORY 
EMOVAL (Spo 


/ 


23d. LOCATION (Clty, t or county) (State) 


44 


25b. REGISTRAR’S SIGNATURE 


if 


25a. REC’D BY REGISTRAR 


| edBk 27 1965 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
. DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within ¢ hours after death. 


{A CERTIFICATE OF DEATH 12502 
ees 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
S Ais a. COUNTY a. STATE b. COUNTY 
Pink is Ga rol 1 MARYLAND Maryland Baltimore City camry 
oa b. CITY OR TOWN (if outside parporste. limits, ¢c. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (If outside corporate limits, write RURAL and Elva nearest town) 
BE 2 write RURAL and give nearest town; 
© 8 Sykesville Oyrs.lmoelidys. Baltimore 3230 
ar cee d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, glve street address) || d. STREET ADDRESS 6, IS RESIDENCE 
Beas address at time of admission ee 
= Bs /5 Springfield State Hospital : ° | ves] nok) 
3s SS 3. NAME DE First Middle Last 4. DATE Month Day Year 
ate (Type or print) PAUL (NMN) SCHUMASKY DEATH JULY 5 1965 
S 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9, ACE (In years | IFUNDER 1 YEAR |IF UNDER 24 HRS. 
5 7 | Male Witte | woe] oem] Wak OF i ad ll 
prs e yrs, 
=e T0a, USUAL OCCUPATION (Give kind ofworkdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & He or foreign country) | 12. CITIZEN OF WHAT 
Bos during most of working life, even If retired) INDUSTRY COUNTRY? 
gas Laborer Russia Alien 
eg 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
pee John Schumasky Pheodosia Melnick 
Zo = 15, WAS DECEASED EVER INU,S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
£2: Ss (Yes, no, or unkown) | (Ifyes give war or dates of service) 
S35 No None ords, Sp i 
Zo: 
= = 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] PM aaa | 
:Be PART |. DEATH WAS CAUSED BY: 
giss IMMEDIATE CAUSE (a) 22SSive bronchopneumonia Days 
‘oO on “iG ‘_ 
Seas v $¢7/ X DUE TO 
= “35 Conditions, If any, which 6) 
= gave rise to Immediate 
= 322 cause (a), stating the DUE TO 
= vue underlying cause last. (0). 
gece s i guid ICNIFICANT CONDITIONS CONTRIBUTING TO DEATHBU] NOTRELATED TO THE TERMINAL DISEASE CONDITION CIVEN INPART 1(a) {19. WAS AUTOPSY 
~ 23s &| Schizophrenic reac ype PERFORMED? 
S8.8 of ves [] Nox} 
3 se= = | 20a, ACCIDENT WAS UNDERLYING 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
a t05 & | OR CONTRIBUTING () CAUSE OF DEATH 
2S2n | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
258 
2 2 £8 & | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20%. (City or town) (County) Gtate) 
geo 8 Hour am, While — Not While factory, street, office bidg., etc.) 
P-) £238 = p.m, 19 at work] at work () 
3 2 S 21. 1 certify that (I) (this hospital) attended the deceased from Brow fl 19___., that (I) (we) last 
Sees saw the deceased alive on__7=9=05 ___19 and that death occurred at2° 52M; from the causes and on the date stated above. 
[8a s 22a, SIGNATURE 225, DATE SIGNED 
aa ale (1 fe hig, ue Ei 
Fal ot 
sa oF 22¢. PHYSICIAN'S 22d. ADDRESS Opringiie. ospita. 
f= eo 
<G55 | NAME (Type) Ogtavio A. Ruiz, M.D. Sykesville, Maryland 
eos 
s res Geena soe 23d. DATE THEREOF 236, ew OF CEMETERY OR A Peal OCATIDN (City, town or county) Te 
oS pecify) 
e* OL iA- VLU AS Cathe ral Cernekee: ™ Ball La mote 


sir Toles ISTRAR’S. nt 


24.) Fl re AD! all. TA LM 25a. REO’D BY REGISTRAR 
ant | Yagll Ayal, Td mL 9 1965 


def 


by 
ers. Pages 1 ang 


~ 


ly 


yr 
®: 


c 
and in any e' 


@ physician and 
it. Then ee remove 


i 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendin; 


The law requires that the death certificate be executed within a after death. 
filled i 
pap 
hin 72 hours after 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 


director, page 3 should be detached for use as the burial-transit perm 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


| 


W 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09126 CERTIFICATE OF DEATH 12503 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY, : 


Carroll MARYLAND iaryland Lass J 
b. CITY OR TOWN (If outside wT limits, ty LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write RURAL and ae nearest town) 


Sykesville, Maryland yrs. 6 mo. Ilda. Cumberland, Maryland »)ng 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street eddress) || d. STREET ADDRESS ®. IS RESIDENCE 
: : : ON A FARM? 
Springfield State Hospital 12 North Mechanic Street ves} nofe] 
3. Bears First Middle Last 4 pes Month Day Year 
(ype or print) Kenneth Jacob Shaffer DEATH July 5 1965 
5. SEX 6. COLOR OR RACE 17, MARRIED [] NEVER MARRIED[~]| 8 DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR|IFUNDER 24 HRS. 
Mal Whi las} birthdey) | Months | Days | Hours | Min. 
Male ite WIDOWED [-] Divorce fx] | October 1, 1907 7 _ yrs. 
10a. USUAL OCCUPATION (Give Kind of work doné| 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 
Salesman own. Maryland United States 
13. FATHER’S NAME ' 14. MOTHER’S MAIDEN NAME 
Judson Shaffer Iva McClintock 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, at unkown) | siege war or dates of service) 


No 20-10-8112 | Springfield State Hospital 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 


PART I. DEATH WAS CAUSED BY: 4 ? 
UG IMMEDIATE CAUSE (6). Bilateral pneumonia 
we, 


rs DUE TO 
Conditions, {f any, which (b). 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. {c). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNDT RELATED TO THE TERMINAL DISEASE CDNDITIDN GIVEN IN PART 1(a) 


INTERVAL BETWEEN 
ong ND DEATH 


. WAS AUTOPSY 
PERFORMED? 


yes[_] No fj 


Schizophrenic, catatonic type, plus chronic alcholism 
20a. ACCIDENT WAS UNDERLYING Ey 20b. DESCRIBE HO' JURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
While — Not While factory, street, office bidg., etc.) 


IM. 19 at_work at work 

21. | certify that (0) {this hospital) attended the deceased fro pu, 19 UG toduly 5 , 1905 , that (1) (we) last 

saw the deceased alive bn 1905, and that death pocurred af ORM, from the causes and pn the date stated above. 
22a, SIGNATU | 22b. DATE SIGNED 
s wp, Pave.“ ()_Dineoror C)_ Pars. 7-565 
22d. ADDRESS 
Springfield State Hospital 
23b. DAVE THEREOF | 236. WAME OF CEME7ERY OR CREMATORY 23d. LOCATION (City, town or county) Gtate) 


cre$t Burial Park Cumberland Maryland 
ADDRES: 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


Ruth E, Silcox Cumberland Maryland pate {UI 7 bChiavbs Quecge 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION. 


22c. PHYSICI. 
NAME (1! 


23a. BURIAL, CREMATION,| 
REMOVAL (Specify) 


24. FUNERAL DIRECTOR 


eh 


hours after deat! 


filled In by the funeral 
papers. Pages 1 and 


d with the State Dept. of Health prior to burial, cremation, or removal, and in any evel 


director, page 3 should be detached for use as the burial-transit permit. Then please remove’ 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and co 


should be file 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within : hours after XN 


VR A15 (4) 
15M 4-64 


Within 72 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH, 1 G 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 
CORY a, STATE b, COUNTY 
Carroll MARYLAND Maryland Allegany 
b. CITY OR TOWN (If outside corporate limits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write Line and give nearest town) 
(Rural) Sykesville hy 7m 5a Cumberland ae 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS 8 Pa ea 
Springfield State Hospital 722 Fayette Street yes(] no(d_ 
3. NAME OF 
Lees First Middle Last a pate Month Day Year 
(ype or print) Percy ----- Shaffer DEATH 7. 141965 
5. SEX 6. COLOR OR RACE | 7, MARRIED 8. DATE OF BIRTH 9. AGE (In years | iF UNDER 1 YEAR|IF UNDER 24 HRS. 
Eas i ee yy ee bindkeay) Months | Days | Hours | Min. 
m white wipoweD [7] pivorceo [x] | 2-28-09 5 yrs. | 


10a. USUAL OCCUPATION (aire kind of work done 
during most of working life, even If retired) 


10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or forelpn country) 
INDUSTRY 


West Virginia 
13. FATHER'S NAME 14.” MOTHER’S MAIDEN NAME 


Judson Shaffer Eva McClintock 
15. WAS DECEASED EVER iN U.S. ARMED FORCES 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


12. CITIZEN OF WHAT 
COUNTRY? 


(Yes, no, or unkown) |(Ifyes give war or dates of service) 
unknown 220-10-9204| Hospital Records 
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: = Mvocardial Infarction Se cgi 
Soe IMMEDIATE CAUSE (a)__ A YOCA minutes 
“a DUE TO 
Conditions, if any, which «)__Old Myocardial Infarction 2 years 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


& | PARTI1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THETERMINALDISEASECONDITIONGIVENINPART1(a) [19. Was AUTOPSY 
i= ? 
< 2 
&| Schizophrenic reaction, paranoid type yes [7] No [yd 
& ] 20a, ACCIDENT WAS UNDERLYING FA 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part I or Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH | 2 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
3 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY QQCURRED | 20e, PLACE OF INJURY (Home, farm,| 208. (Clty or town) (County) Gtate) 
Sa] -—Rour am. While Not While factory, street, office bidg., etc.) poe 
a 
= Mm. 19 at work[_] at work im 

21. | certify that (1) (this hospital) attended the deceased from_2=9 __, Ce aes 19.65_, that § (we) last 

saw the deceased alive on__Z=-14 _1965_, and that death occurred at LOz din the causes and on the date stated above. 

22a. Peet oY. | 22b. DATE SIGNED 
ATTENDING MED. STAFF 14) 
) bg ; mp. PHYS") _birtotor [1] pays. }| 7 - 65 
220. PHYSICIAN'S . 22d. ADDRESS Spr el Ltal 
NAME (Type) % ee | pringfield State Hospita 
Sykesville, Maryland .__ 

23a, BURIAL, GREMATION,| 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 

REMOVAL (Specify) F 

Buri 18 crest. Md. 
24. FUNERAL DIRECTOR ADDRESS 25a, REC'D BY REGISTRAR] 25D. REGISTRAR'S SIGNATURE 


H. Lee Silcox 0) Decatur St. Cumberland 


oafti_ 16 GeLarbkeg Necdge. 


by the funeral 
. Pages 1 and 2 


within 72 hours after deat! 


filled in 


emere*cafbon paper: 


ed by the attending physician nd completely 


-transit permit. Then please 
, cremation, or removal, and in any event, 


The law requires that the death certificate be executed within >. after death. 


ital or attending physician. 


oO 


After this certificate has been si 
State Dept. of Health prior te bur! 


page 3 should be detached for use as the b 


OR ATTENDING PHYSICIAN 
Page 4 may be retained by the hospital 
NERAL DIRECTOR: 


TO HOSPITAL 
should be filed with the 


TO FUR 
director, 


YR Al5 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 12505 


2. USUAL RESIDENGE (Where deceased lived, If Institutlon: Residence before admlsslon) 


1, PLACE DF DEATH 
@, COUNTY 


CARROLL en STATE MARYLAND b. COUNTY, BATT Once 
D. GITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1D ||"c. GITY OR TOWN (If outside corporete limits, write RURAL and give nearest town) 
write isiald and give nearest town) as 
SYKESVILLE mos. 1l6days2byis. BALTIMORE CITY t 


. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) 
SPRINGFIELD STATE HOSPITAL 


d, STREET ADDRESS 


@. 15 RESIDENCE 
ON-A FARM? 
yes} no 


3. PORES First Middle Lest 4. DATE Month Day Year 
(Type or print) HYMAN SILVERMAN DEATH id 2h 1965 
5. SEX 6. COLOR OR RAGE) 7, MARRIED [] NEVER MARRIED [A] | 8 DATE OF BIRTH 5. AGE (In years IF UNDER J YEAR |IF UNDER 24HRS, 
Oo tast birthday) Months| Days | Hours | Min. 
MALE WHITE WIDOWED [-] pivorceo[]| 7? 1892 yrs. 
10a. USUAL OGGUPATION (Glve kind of workdone| 10b. KIND OF BUSINESS OR IL BIRTHPLAGE (Gounty & State, or forelon country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Sef OPERATOR CLOTHING RUSSIA 


13, FATHER'S NAME 


HARRY SILVERMAN 


15. WAS DEGEASED EVER INU.S. ARMED FDRCES? | 16. SOGIALSEGURITY NO. 
(Yes, no, or unkown) | (If yes dive war or dates of service) 


NO NONE 


14. MOTHER'S MAIDEN NAME 


EMMA 


17. INFORMANT 


HOSPITAL RECORDS 


Address 


SYKESVILLE , MARYLAND __________ 
23a, BURIAL, GREMATION,| 230. DATE THEREOF //,| 736. ae DF Sry) R CREMATORY 23d. LOGATION (Gity, town or county) 
5 Lhe as ee ‘ DT) lA obtee Sb aCzerwete 42<f) 


18. CAUSE DF DEATH [Enter only one cause per I!ne for (a), (b), and (c).7 


FART DER as ae oe a CORONARY THROMBOSIS 


7 / DUE TO 

cidikene Xen ea > _ARTERIOSCLEROTIC CARDIO-VASCULAR DISEASE YEARS 

gave rise to inmediete | 4. r9 | CHRONIC BRAIN SYNDROME ASSOCIATED WITH 

underlying cause last. () CONVULSIVE DISORDER 38 YEARS. 
5 PART II. OTHER SIGNIFIGANT GONDITIONS GDNTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) 19. pe Ua 
= eS Se 
S ves[] No [X) 
= 20a. AGGIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Pert | or Part II of Item 18.) 
| OR GONTRIBUTING [] CAUSE OF D 
© | (IF EITHER, NOTI EDIGAL EXAMINER) 
2 20. TIME OF INJURY Month, Day, Year | 20d. INJURY OGCURRED |20e. PLAGE OF INJURY (Home, farm,| 20f. (Gity or town) (County) (State) 
a Hour a. factory, street, office bldg., etc.) 
a Mm. While Not While 
= m. 19 at work oO et work 


21. 1 certify that (0) (this hospital) attended the deceased fro 1937, to__7/2h/ _, 19.65, that (1) (we) last 
saw the deceased alive p 1965 _, and that death occurred 310s 30M, from the Gauses and on the date stated above. 


2a. SIGNATU = DATE SIGNED 
ATTENDING —, MED. STAFF py 
mp. PHYS. C1 _biREGtor C) Phys. 


avs 4 | 22d. ADDRESS 1/25/65 


PHYSICIAN'S 
ILSE KAMM, M.D. _ 


AW 


22c. 
NAME (Type) 


(State) 


25a. REG'D BY REGISTRAR | 25b. REGISTRARS SIGNATURE 


vate | 2 1 tae tarbng Judge 


24. FUNERAL DIRECTOR DDRESS 
2 er fens ee oa 00k Lule. 
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TO DEPUTY MEDIC! 


‘al 


Page 4 should be forwarded to the Chief Medic: 


lease execute the certificate, writing the word “pending” in pen 
retained for your files. 


of Health or its designated agent, prior to burial, crem 


TO FUNERAL DIRECTOR: Page 3 should be used as a buri 


director. 


VR A15ME 
3500 4-64 


Film’G367’ ~*~ 8/13/MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, wr 
09129 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 16506 
1. PLACE OF DEATH 2. USUAL RESIDENGE (Where deceased lived, If Institution: Residence before ap 
} Carroll Fails a STATE Pennsylvania >. COUNTY 
b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporete limits, write RURAL and give nearest town) 
write RURAL a4 give nearest town) a 
Ridgeville Rah ? Allentown / 4 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
X\ intersection U.S. Rt. 40 &, Sta RE. 27 355 Hamilton Street vesL] no] 
3. Pitmcte First Middle Last 4 as Month Day Year 
(Type or print) BERNARD ‘aby, SIRRELL DEATH Ju ly 14 19 65 
5. SEX 6. COLOR OR RACE 6. _ DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR |IF UNDER 24 HRS, 
Mal Cc er MARRIED P| DEFER IA ISEY Te last bith Months] Deys | Hours | Min. 
ale aucasian | winoweo[] Divorced {_] XK yrs, | | 


10a. USUAL OCCUPATION (Give kind of work done 
durli it of working life, even If retired) 


k IS 

Edwakd SirreLl. | Ma alk 

casemate TNU.S. ARMEDFORCES? od eb 75 17. INFDRMAN Addi Ly 77) 
“esi dld Wee ee sae 


10b. KIND OF BUSINESS OR 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


14, 


. CAUSE DF DEATH [Enterthly one cause per line for (@), (b), and (c).1 PEE ee 
PART I. W : ; i ‘ 
rey | OATWMEDIATE Cause (a)_MuLtiple Traumatic Injuries. 
752% DUE TO 


Conditions, If any, which (b) 
gave rise to Immediate a 
cause (a), stating the DUE TO 
underlying cause last. to). 


& | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TOTHE TERMINAL DISEASE CONDITIONGIVENINPART 1(@) 19. WAS AUTOPSY 
5 ves [X] no{] 
i | 20e, “EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pert 11 of Item 18.) 

| PRIMARY 0% or CONTRIBUTING C] 

& | CAUSE OF DEATH. 

& | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 208; PLACE OF INJURY ome; arm, 20f. (City or town) (County) (Statey 
a Hour ¢ While -— Not Whit ee ee 

= 7/14/6545 at work[_) at work 


Styibed above, held an Autopsy [x], inspection [_], Inquiry [_], _and In my opinion 
Accjfent [_], Suicide [_], Homicide [X], Undetermined manner [_] 
CHIEF MEDICAL EXAMINER [_] 


21. | certify that | took charge of the remains 
death resulted from: Natural causes [_], 


ete mp, ASSISTANT MEDICAL EXAMINER 22. DATE SIGNED 
DEPUTY MEDICAL EXAMINER [_] 7/15/65 
EXAMINER" \ 
NAME aes Charles S. Petty, in Address (Street, city, town, or county) 
23a. BURIAL, CREMATION, 23D, DATE THEREOF 23c, NAME OF CEMETERY OR py es 23d. LOCATION (City, town or Pah 


eR lesbo 7-2)7-65 Willow Cue Coad 5 
4, FUNERAL DIRECTOR Sy 


i pi Se WP LS 25a. REC’, pal REt 


oa Lé 


ee MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


on (M) 09130 CERTIFICATE OF DEATH 12507 


1, PLACE OF C2 
a, COUNTY RR A MARYLAND 


b. CITY OR TOWN [If outside carporate limits, wate, [ LENGTH OF STAY IN Ib 


RURAL and give eed eo town} Py, 
A, 


AME Ge HOSPITAL 7b P nat in hospital, give street ee d. STREET ADDRESS. e. tS RESIDENCE 
y * oR INSTITUTION ON A FARM? 
Atacne_ SX | 342. Mi [fan vee ves] NOR 


3. NAME OF First Middl Lost 4. Bere Me 
DECEASED 1 BAG janth Dey 


ype or Print” A Ay po AND EW WycLesm | beam Salty 2y wit 


5, SEX 6 Pia 7. MARRIED [-] NEVER MARRIED DR] 8. DATE OF BiRTH 9. AGE (In Years IF UNDER 1 YEAR] IF UNDER 24 HRS. 


baron) Martell Baya 2H ros 
wibowep [] pivorcep [] Ao 5 af LPO of | Doys | Hours in 


yes. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 
Db st of el cara life, e if retired) i we 

13. Ps Vp Se M4. kes IDEN on 


Aarfos fe olesr~ Sarak &. LY 1 hep 


15. WAS DECEASED EVER IN U. S. ARMED #ORCES? |16. SOCIAL SECURITY NO. | 17. INFO! Address 


ee er z- $708 Sohn S Sug dler. Zhrpstenn Lak 


18. CAUSE OF DEATH [Enter only ane couse per line for (a), (b). and (c}. INTERVAL BETWEEN 


ONSET DEATH 
PART |. DEATH WAS CAUSED BY: ma Lag My a 7 2yn. 


2. USUAL RESIDENCE (Wherg deceased lived. If institutign: Residence befare admission) 


a AYA oe, b. COU! etl 


c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 


GMpstEAD Wary Jane 


ter death. Poge 4 
ne funeral directar, 


Poges | and 2 should be filed with 


death. 


re. 
U 
o 


12. CITIZEN OF WHAT COUNTRY? 


ASA 


IMMEDIATE CAUSE (a 
/ DUE TO 


Then please remave carban pgp 


the State Board of Health prior to buriol, cremation, ar remaval, and in any event, within 72 h6 


Conditions, if ony, which A 
gove rise ta immediote 
couse (a), stating the under. ( OVE TO 
lying couse lost. () 


By 
a 
2 
= 
x 
£ 
= 
oe 
2 
2 
5 
3 
Fe 
£ 
3 
° 
2 
Bs 
o 
2 
© 
8 
a 
3 
8 
3 
© 
S 
7] 
e 
$ 
- 
oc 
2 


jn. 


21. 1 certify tht (1) (this haspital) attended the deceased fram.. Jan wT. evade ae 196, that (I) (we) last 
saw the\decedsed alive on WU wt 30 196, gid that death accurred of, fM, fram the causes and an the date stated abave. 


; After this certificote has been signed by the attending physician and campletely 


€ 
o 
a 
22 6 5 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. WAS AUTOFSY 
Bhoef = 
2ags 3S yes (J NOPE 
fae Oa = 200. ACCIDENT WAS UNDERLYING EX |20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 1B.) 
Soe & | OR CONTRIBUTINGel€AUSE OF DEATH eee 
Eve & | (IF EITHER, NOTIFY MEDICAL EXAMINER) errr — —_— — 
oss § |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, fu, ie: (City ar tawn) {County) (State) 
Sea a Hour a. m. White Nat while factory, street, office bldg., etc 
3 = pom at workeS eet work —_— —_— — 
> 
3 
2 
o 


NDING PHYSICIAN: 


} 
ERR: i 
page 3 shauld be detached far u 


To. SIGNARURE, Wy, Spe 
ATTENDING MED. STAFF 
<a wee, et Eman a Pe mo. | PHYS. Dh. piREcToR CO] PHYs. WAGE: 
J as 
AME 


Pas 
ozs | Z =— 23d. ADDRESS 

42 

car “asep Lous fp lad AAPM IST EA ME. 
& nt 3 230. auRAAL, CREMATION, . DATE THEREOF 23c. NAME Of CEMETERY OR CREMATORY 

9.5 OVAL (Speci 

=z ee s 

ie e 24. FUBJERAL DIRECTOR: =a EF a 

VR ALS (4) ¥ -¢: DATE 

15M 9/59 


TO HOSPITAL 4 >... PHYSICIAN: The faw requires that the death certificate be executed within é hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si; 


VR Ai5 (4) 


eh 


etely filled in by the funeral 


ed by the attending physician apf comp 


transit permit. Then 


Pages 1 and 2 


ithin 72 hours after dea’ 


bon papers. 
y event, wi 


lease ri 


director, page 3 should be detached for use as the bi 


15M 4-64 


imoye Lal 


{, cremation, or removal, and in a 


should be filed with the State Dept. of Health prior to burial 


6 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09131 CERTIFICATE OF DEATH 
1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssi 
Se i 1 a. STATE |. b. COUNTY ee 
arro MARYLAND Maryland Montgomery 
b. CITY OR TOWN (If outside cor; porate limits, c ey ‘STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and eo nearest town) 
write RURAL and give nearest town) 7° ; 
Sykesville 3 yrs./9 mos Unie. Damascus 1 o> 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 8. aerate 
Springfield State Nospital Unkn. ves] nol] 
3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED OF 
(Type or print) Earl Me SOUDER DEATH July 2h, | 1965 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED] | 8 DATE OF BIRTH 9, AGE (in years | IF UNDER i YEAR |IF UNDER 24HRS. 
d last birthday) | Months | Days | Hours | Min. 
male white wipoweD [] pivorceo{]| 6=7—=1901 rs. 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR ‘11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even if retired) INDUSTRY COUNTRY? 
none Maryland U.S.A. 


13, FATHER’S NAME 


Philip B. Souder 


fary EZ, Warthen 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, ne, or unkown) | (If yes give war or dates of service) 


16. SOCIAL SECURITYNO. | 17, INFORMANT ‘Address 
fe) Springfield State Vosp. Records 


18, CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


14, MOTHER'S MAIDEN NAME 


ONSET AND DEATH 
Ue TS eee ea Bilateral bronchopneunonia. (Probabiy aspiration) days 
fle A DUE TO 
conditions, if any, which o)_Chronic rehumatic heart disease. 


gave rise to immediate 
cause (a), stating the ( DUE TO 
underlying cause last. fo} 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TOTHE TERMINAL DISEASECONDITION GIVEN INPART 1(@) 19. WAS AUTOPSY 
2 

ie 

Ps Mental deficiency (Familial or Vereditary), severes Yes No [] 
| 202, ACCIDENT WAS UNDERLYING] —] 200. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part Tor Part 11 of Tem 18} 

& | OR CONTRIBUTING [9 CAUSE OF DEATH 

& | GF EITHER, NOTIFY MEDICAL EXAMINER) 

| 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 200, PLACE OF INJURY (Home, farm,| 20%. (City or town) (County) (State) 
rt Hour a.m. while Not While factory, street, office bidg., etc.) 

FA 

= p.m. at work(_] at work 


19____, that (I) (we) last 


| 22b, DATE SIGNED 
wo. ARONS > Binécror C1 ve FEY] 7/25/65 
220 CABDRESS Sir ngeme La State Hospital 


a 


NAME (Type) 


Octavio Ruiz, M.D. 


23a. BURIAL, Fee | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 


24, FUNERAL DIRECTOR ADDRESS 


Olin L. Molesworth, Damascus, Ma, 


25a. REC'D BY REGISTRAR 


omPL 28 965. 


\ 


JO HOSPITAL OR ATTENDING PHYSICIAN: The law 


requires that the death certificate be executed within 


=A 


24 hours after death. 
papers. Pages 1 and 2 


it, within 72 hours after death’ 


art 


any gvel 


lease 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


BH 


jing physician and poreletaly filled in by the funeral 
on 


rtificate has been signed by the attend 
director, page 3 should be detached for use as the burial-transit permit. Then 


IS cel 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After thi 


VR AIS (4) 
15M 4-64 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ep iay 
a 
09132 CERTIFICATE OF DEATH ic5ug 
1. PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before eda slynd 
2 COUNTY a. STATE b. COUNTY, 
Carroll MARYLAND Maryland Baltimore “RX 
b. CITY OR TOWN (if outside pores limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL 6nd give nearest town) 
write RURAL and give nearest town) Vv 
Sykesville odyrs. 5mos. 10dys BORRWERERX Arbutus 7 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) }} d. STREET ADDRESS 6. Lae tae 
Springfield State Hospital Ok BOS yes(1_ no Kl 
3. NAME DF First Middle Last 4. DATE Month Day Yeor 
veccaseo Magdalene OF 
(peor br)" Saper re, McAIEER _ STELTZ Dati JULY ~— 221965 
5. SEX 6. COLOR OR RACE | 7, 8. DATE OF BIRTH 9. AGE (In years | FUNDER 1 YEAR |IF UNDER 24 HRS. 
7. MARRIED [X] NEVER MARRIED [J nel fost birthday) Months |-Days-| Hours | Min. 
White WIDOWED [] Divorced [] q yrs. 


10a. USUAL DCCUPATIDN (Give kind of work done 


10b. KIND DF BUSINESS OR 
during most of working life, even If retired) INDUSTRY 


‘IL BIRTHPLACE (County & State, or forelpn country) | 12. CITIZEN OF WHAT 
COUNTRY? 


Maryland U.S.A. 


MOTHER'S MAIDEN NAME 


13. FATHER’S NAME 


15. WAS PecEeED EVER IN U.S ARMED FDRGES? 


14. 


—-—_Kemp_ 


U S? | 16. ee ee INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
Re. - (none) Records, Springfield State Hospital 
18. CAUSE DF DEATH [Enter only one cause per [Ine for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS GAUSED BY: piven oe! pee Oe oud 
ant) CEMIMMEDIATE CAUSE (2) COYronary thrombosis bes 
DUE TO 


Conditions, If any, which 


pe ae a Re ate «Chronic congestive heart disease 


cause (a), stating the DUE TO 
underlying cause last. rc) 


{c)__ 
FS PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(6) | 19. Toone as 
r= SS oo 
S ‘ ‘ ; yves[] No K] 
= 2De. ACCIDENT WAS UNDERLYING 20b. “DESCRIBE HOW IN. OCCURRED. (Enter nature of Injury In Pert | or Pert 11 of Item 18.) 
& | OR CONTRIBUTING (7) CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 2Df. (Clty or town) (County) (State) 
a Hour a.m, While — Not While factory, street, office bldg., etc.) 
Ss p.m. 19 at work L_] at work 


re _, p_duly 22 , 19 thattt (we) last 
and that death occurred a2? OOAs Yrem the causes and on the date stated above. 


22a, SIGNATURE 2b. DATE SIGNED 
d ‘ey ATTENDING MED. STAFF 
cee \ WAAAAAA mp. PHYS] _binector [1] Pays. fe} 


July 22, 1965 
220, PHYSICIAN'S cs ADDRESS 


21. | certify that) (this hospital) attended the ee d from_2—e 
saw the deceased alive on__JUly 22 19 


NAME (lye) Tige Kamm, M.D. Sykesville, Maryland 


23a. Po 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 
eCity) 
Baxvval” | 7/26/1965 |New Cathedral Cemetery 4300 Old Frederick Rd. 21229 
24, FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR 


25p.,, 1 ig. IGNATURE 


RD wet onl 


Howard H, Hubbard, 4107 Wilkens Avenue 21229 | UL 27 1965 


= 
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should be filed with the State Dept. of Health prior to burial 


Page 4 may be retained by the hospital or atten 


TO FUNERAL DIRECTOR: After this certi 
director, page 3 should be detached for use 


10 HOSPITAL q ATTENDING PHYSICIAN: 


VR A1S5 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a 4¢ 4 
09133 CERTIFICATE OF DEATH 12540 
1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before adm|ssion) 
a. COUNTY @. STATE b. COU! sun i 
Carroll MARYLAND Maryland Baltimore City 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
Sykesville Baltimore Sool-Y4 
d. aE OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) a: STREET ADDRESS a Tee 
Springfield State Hospital 646 Bradhurst Road vesL} nota 
3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED x. DF 
(Type or print) MARY AGNES STEWART DEATH JULY 23 ig 65 
5. SEX 6. COLOR OR RACE ] 7. MARRIED |] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years [1F UNDER 1 YEAR |IF UNDER 24 HRS, 
O oO 8 st bi rthidey) Months] Days | Hours | Min. 
Female White WIDOWED [J pivorceo[]| 11-7-1862 he 
10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY 5 COUNTRY. 
Housewife Maryland eA. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Charles Henry Carrick Hannah Mary Reely 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. 


17. INFORMANT Address 
(Yes, no, or unkown) pees ea 6 


MEDICAL CERTIFICATION 


No Unk. Records, Springfield State Hospi ua al 
18. CAUSE DF DEATH [Enter only one cause per Ilne for (a), (b), and (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY’ y ps age seul 

IMMEDIATE CAUSE (a)__Bronchopneumonia, bilateral 
/ 1 DUE TO 

Conditions, If any, which (b) 

gave rise to Immediate 

cause (a), stating the DUE TO 

underlying cause last. (©) 


PARTI. ae SCANT COND Tons CONTE EETNeTOOE BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 
Chronic brain syndr h cerebral arteriosclerosis, with 


fat 
20a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year 


19. WAS AUTOPSY 
PERFORMED? 


ves bg No [} 


20d. INJURY OCCURRED |20e, PLACE OF INJURY (Home, farm, 


20f. (Clty or town) (County) (State) 
While gQ Not vile factory, street, office bidg., etc.) 


at work et work [1] 


21. certify that (I) (this hosnital) attended the deceased from__2=1O- Ja tp 723-65 _, 19, that () (we) last 
saw the eect alive pI 23-6) 19____, and that death occurred 5S DUAR DOR fom the causes and on the date stated above, 
a. SIGN Tn URE ie 22. DATE SIGNED 

ae AIeOINS ry Binecror C) pave. O)| 7-23-65 
2c. AREAS awn a ] "Ba ADDRESS pringfield State apna, 


23a, negii spect | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
pec! 
23/1965 |Baltimore National Baltimore, Md. 
24, FUNERAL DIRECTOR ADDRESS 25a, REC'D BY REGISTRAR | 25D. REGISTRAR’S SIGNATURE 


DATE 


H.W.Jenkins & Sons Co. 4905 York Road 
—Bel-timore—lo,—-Ma,—— 


1 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within hours after death. 


VR ALS (4) 
5M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
ce RTA OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


—_ 


= CERTIFICATE OF DEATH i2 
S 
1. ea 2. USUAL RESIDENCE (Where deceased lived, if Institution: Residence before admission) 
oe : Carroll ~e a. STATE Maryland Beis 
3 3 b. City OR TOWN (If outside cor] rparate limits, ¢. LENGTH OF STAY iN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bs write RURAL and give nearest town. . 
eS Rural-~Sykesville Kay. 9m. 28d Baltimore Sn0l-¥ 
3 d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. TS RESIOFNCE 
ese / Springfield State Hospital 2315 W. North Avenue vest] no&] 
Sse 3. NAME OF 4 
Ss5 NAME OF First Middle Test 4. DATE Month Day Year 
nrg (Type or print) Flora -- Sugar DEATH 2 6 1965 
S28 5. SEX 6. COLOR OR RACE |7, MARRIED [-] NEVER MARRIEO®K] | © OATE OF BIRTH 9. AGE (in years IFUNOERI YEAR|IFUNDER 24 HRS 

=I Ns ay) | Months | 0a) Hours | Min. 
Eee female white wiooweo[-] __owvorceol]| 9/15/98 66 re eee 
oc 10a USUAL OCCUPATION (Givekind of work done! 10b. KiNO OF BUSINESS OR Tl. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
B25 ring most of working life, fe even us rots INOYSTRY COUNTRY? _ 
285 T HOME Russia Russia 
ead ERS NAME 14. MOTHER’S MAIOEN NAME 
PEE "aghhes Sugar Menlekoff, RACHEL 

a 15. WAS OECEASEOEVER IN U.S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT ‘Address 

=6 (Yes, no, or unkown) | (Ifyes give war or dates of service) . . . 

Ee no none Springfiehd Hospital records - Sykesville 

5 
= 18. CAUSE OF OEATH (Enter only one cause per line for (a), (), and (0).1 Rae 
5 30. OEATMMEDIATE Cause (Generalized bone metastasis months 
ee DUE TO 
Conditions, If any, which o__Cander of the left breast years 


gave rise to Immediate 
cause (a), stating the ~ DUE TO 
underlying cause last. (©) 


1 or attending physician. 
After this certificate has been signed by the attendin: 


§ PART UL. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO TO THE TERMINAL OISEASECONDITIONGIVEN INPART (a) |19. WAS AUTOPSY 
Ya S| Schizophrenic reaction, hebephrenic type. er] no [XX 
= 
= | 20a, ACCIOENT WAS UNOERLYING. 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury In Part | or Part il of Item 18.) 
& | OR CONTRIBUTING [) CAUSE OF OEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 | 2oc. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO |200, PLACE OF INJURY (Home, farm, | 20%. (Clty or town) (County) ‘Gtate) 
5 Hour a.m. factory, street, office bldg., etc.) 
8 While — Not While 
= p.m. 19 at work L_] at work | 
* 21. | certify that @& (this se, en yy ded the ee. ed from. that (RK(we) last 
saw the deceased alive mise 5 eae 85, ani that death occurred at_L24 ; trom the causes and on the date stated above. 


22b. OATE SIGNED 


wo, BAY NS] Ointctor C] Bays, ral 7/6/65 
2d. ADDRESS Springfield State Hospital 


22a, LEM 
22c, PHYSICIAN’S 


NAME (Type) Lee . ei 
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= 
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oe Sykesville, Maryland 
3 23a. BURIAL, np | 23b. OATE THEREOF 23 NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or cor tate) 
= kenpebrgep | 7/7/65 KNESSETH ISRAEL KOLK WOLY BALTINORE TARY LAND 


24, FUNERAL DIRECTOR AOORESS 


OL LEVINSON & BROS.INC, 6010 REISTERSTOWN RD 


25a. REC'O BY tabs 25b. REGISTRAR’S SIGNATURE 
f saat 


oeJUL 7 196 


. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


in by the funerat 


ers. Pages 1 and 


re filled 
carbon 
nf, wit h 


lease remov 
, and in any e' 


hi 7 hours after dea 


mit. Then 


transit pe 


is the burial- 
should be filed with the State Dept. of Health prior to burial, cremation, or removal 


After this certificate has been signed by the attending physician and 


rector, page 3 should be detached for use a 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


d 


VR AIS (4) | 
15M 4-64 


3 


~ 
{ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09135 SCERTIFIOATE OF DEATH. 52 


1, PLACE DF DEATH ISUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admlssjon) 
CAI a. STATE b. COUNTY 
Carroll MARYLAND Maryland poll / 
b. cry. OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN Jb || c. CITY OR TOWN (If outside corporate limits, write RURAI “y give nearest town) 


write RURAL and give nearest town) 


Sykesville sais, 3mos. 26dys} 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || ‘d- 


4; 
there. 


REI! @. IS RESIDENCE 
f 08 ON A FARM? 
Springfield State Hospital ie ves] no) 
3. NAME DF First Middle Last 4. DATE Month Day ‘Year 
DECEASED OF 
{Type or print) LULA (none) TARMON DEATH JULY 26 1965 
5. SEX 5. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [K] | © DATE OF BIRTH 9. AGE (In years | FUNDER 2 YEAR|IF UNDER 24 HRS. 
last birthday) (Months | Days | Hours | Min. 
White wipoweb [7] pivorceo[]| 7-18-69 96 yrs. 
¥Da. USUAL OCCUPATION (Give kind of work done| 0b. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
none) - Maryland U.S.A. 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
W._Tarmon Laura_Leavert 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of =a 
No (none) Records, Springfield State Hospital 
18. CAUSE DF DEATH [Enter only one c: line f y ). INTERVAL BETWEEN 
PART |. DEATH ee abet oe pat a ies ye To 1. ey Ae DEATH 
IMMEDIATE CAUSE (a)_“CULE Pulmonary embolism oe 
Blo X 5 A‘ 
Coniltions, If ony, which a Mural thrombi in right auricle of the heart years 
gave rise to Immediate DUE To 
cause (a), stating the é 
underlying cause last. (c) Rheumatic heart disease yea 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TODEATH BUTNOTRELATED TOTHE TERMINAL DISEASE CONDITIONGIVENINPART1(2) 19. WAS AUTOPSY 
CBS associated with disturbance of metabolism, growth or nutrition, ves] NO Oo 
ect Alpe +3 F 35 aaa Sea rit) = + My 


Ub. DESI Bf Injury In Part I or Part It of Item 28.) 


a I FA DER 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, 
while Not While factory, street, office bid, 


at work at work 


21. | certify that @) (this hospital) attended the deceased from_March 30 , 19 to_uly 26 , 19.65 | that 4-(we) last 
196 and that death occurred a’ Hom the causes and on the date stated above. 


20f. (Clty or town) (County) (State) 


MEDICAL CERTIFICATION 


22a. SIGNATURE pa DATE SIGNED 
ATTENDING MED. STAFF 
hans pn- mo. SHvs-C)_birecror () prvs. XJ| 7-27-65 
2c, PHYSICIAN'S 22d. ADDRESS 
NAME (Type) A 
Ilse Kamm, M.D. Sykesville, Maryland 
23a. BURIAL, CREMATION, 23b. DATE THEREOF 2ac, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
os Po il ; 
ur 29, i 
26a, _REQ'D BY REGISTRAR 


25D. 


jor 


BOR 2 reg 


ont 29 1965 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ok 


09135 CERTIFICATE OF DEATH 12512 
1 bel 22 ac 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admlssion) 
“4 a, STATE b. COUNTY 


Carroll MARYLANO Maryland Corso) ar 
b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b jj c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 


write RURAL and give nearest town) 


Sykesville) 18 days x 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospltal, give streét address) || d. STREET AOORESS 6. Ts RESIOENCE 
Springfield State Hospital / None 
3. NAME DF First Middle Last 4. DATE Month Oay Year 
DECEASED OF 
(Type or print) Jose (No middle Saylor OEATH 7 19 
5, SEX 6. COLOR OR RACE 7, MARRIED {—} NEVER MARRIED[ }| & OATE OF BIRTH 9. AGE (in years /TFUNOER 1 YEAR IF UNOER 24 
male Negro 8 8 f birthday) (Months | Oays | Hours | Min. 
: 3 wiooweo [7] oivorceo X]| 5-10-52 yrs, 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR ry gyn country) | 12. CITIZEN OF WHAT 
s = during most of working | fev even If retired) INOUS' BHINSHeW County COUNTRY? 
28 Butcher Meat Packing weknewr Virginia USA 
ee 13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
2s aekesorri= Robert Taylor (unknown Bett 
4 15. WAS OECEASED EVER INU.S. ARMEDFORCES? |. 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
= (Yes, no, o unkown) | (1f yes give war or dates of service) +4 
E Unlenoel No Sone Hospital records 
<a 18. CAUSE DF DEATH [Enter only one cause per line for (a), (D), and (c).1 Dal 
a PART |. OEATH WAS CAUSEO BY: i 
5 pie WINES Suse @__Coronary Occlusion minutes 
Yo! OUE To A 
Conditions, If any, which (o) Arteriosclerotic cardiovascular disease years 


gave rise to Immediate 
cause (a), stating the ( OVE TO 


underlylng cause last. (c) _- 
PAA OTHGR SIGE GAIT CONDITIONS CONTRIBUTING TQDEATH BUT NOTRELATEOTO THETERWINAL OISEASECONOITIONGIVENINPART 1@) 19. WAS AUTOPSY 
ronic brain syndrome With senile brain disease with psychotic ves) NO 


20a. f] iS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) -— 


20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, 
Hour a.m. While Net White factory, street, office bidg., etc.) 
p.m, Ss. 19 at work{_] at wore [| = = 


21. 1 certify that 42) (this hospital) attended the deceased from_July 3 19 to__July 21, 1965, thats) (we) last 
saw the deceased alive on_7-21 __19 65. and that death occurred a6: 55M, trom the causes and on the date stated above, 
22a. SIGNATURE 22b. OATE SIGNEO 


ATTENOING MEO. STAFF “5 
wo. PHYS. (C]__oirector [1] Puys. a 7-22-65 


22d. AODRESS 
« Kilaatsch, M.D. Sprii i i 


23a, BURIAL, Hee | 23b. OATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


Bese 7-25-65 Wesley Cen ter: Md. 


24. AW OIRECTOR » AOORESS 2. '§ RIGNATURE 
A) lL a 


‘20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


76. PHYSICIAN'S 
MAME (190°) "Heinz 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within - hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attend 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and j 
oS 


director, page 3 should be detached for use as the buri 


VR A15 (4) 
15M 4-64 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


The law requires that the death certificate be executed within é hours after death. 


Page 4 may be retained by the hospital or attending physictan. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicia 


1 an 


bon papers. Pages 


and completely filled in by the fun 
fndiaeany event, within 72 hours after de 


-transit permit. Then pledse remove carl 


director, page 3 should be detached for use as the burial 


VR A15 (4) 
15M 4-64 


per! 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, 


x 


NS 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ry SY 
09137 CERTIFICATE OF DEATH ; 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admisslen) 
SULA a. STATE b. comnts 
Carroll MARYLAND aryland ontgomery 
b. CITY OR TOWN (if outside corporate limits, c, LENGTH OF STAY IN 1b || ¢. CITY DR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and glve nearest town) 
Sykesville Smos.Gdys. | —_— Rockville ya 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e Uh ou 
Springfield State Hospital i. 200 Woodland Road yes(] nok) 
3. NAME OF First Middle Last 4, DATE Month Day Year 
OECEASED DE 
{ype or print) HARRY (nn) THOMAS 19 
5. SEX 6. GDLOR DR RACE | 7 MARRIED fE] NEVER MARRIED[~] | 8 DATE OF BIRTH 3. AGE (Ih years TFUNDERI YEAR IF UNDER 54 HRS, 
last birthday) (Months | Days | Hours | Min. 
Male | White wipowen [7] _—bivorceo(-]| 9=22=1887 iin, ie 
10a. USUAL OCCUPATIDN (Give kind of work done | 10b. KIND DF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN DF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Florist Maryland USA. z 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Harry Willian Thomas Josephine (maiden name unk.) 
15. WAS DECEASED EVER IN U.S. ARMED FORCES’ 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, of unkown) | (If yes ive war or dates of service) 
No 214-01-5842 | Records, Springfield State Hi 
3 is INTERVAL BETWEEN 
18. ee eT eel on Cause per IIne for (a), (b), and (¢).] ? ‘heey tar 
ee TMMEDIATE CAUSE {@) Hypostatic bronchopneumonia 
¥LoOo DUE TO f 
Conditions, If any, which )_Arteriosclerotic heart disease | Leave. = 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (©). 
3 fe eR ee a ewe TH BUT NOT RELATED ‘0 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS Fase 
2|¢hronic brain syndrale assoc. With cerebral arteriosclerosis » with eS No 
Slpsychotic reaction es 
= | 20a. ACCIDENT WAS UNDERLYING i) 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part ¥ or Part 11 of Item 18.) 
¢ | DR CONTRIBUTING () CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE DF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. while Not While factory, street, office bldg., etc.) 
= p.m. 19 at work at work oO 


21. | certify that (I) (this hospital) attended the deceased from. : resp * 19___, that (I) (we) last 

saw the deceased alive aS ae oa and that death occurred at" 7M, frdmh the causes and on the date stated above. 
| 226, DATE SIGNED 

= mp. PRS) Bineoron C1 PHvs. 7-9=05 

| 22d. ADDRESS Springfield State Hospital 


~ PYASICIAN'S — 
MEG!) Agustin del Campo/M. D. 


ee REMOVAL (Specify) 
Burial ki 


IAL, CREMATION, 23. DATE THEREOF | 29c. NAME OF CEMETERY OR CREMATORY 2ad. LOCATION (City, town or county) (State) 
7/12/65 Neelsville Church Cem, Neelsville, Md, 


24, FUNERAL 


RECTOR ‘ADDRESS 
son Wheeler Funeral Home-1331 Rockville Pike 
Rockville, “d 


ay ee bY 065 [Perks SIGNATURE 


« 


MARYLAND STATE DEPARTMENT OF HEALTH 
rots OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


agi CERTIFICATE OF DEATH 12515 


{a}, stating tha undarlying 


cause last, (__Diabetes mellitus — =e July_27.,_65 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19, WAS AUTOPSY 


5s 8 
23 |. PLACE OF DEATH 2, USUAL RESIDENCE (Where daceased tived, If Instituflon: Residence before edmission) 
3s 2 : 
» 25 22a .. sae § b. COUNTY 
5 eng Howard Carroll MARYLAND aryland 2 A _ 
(2 23 b. CITY OR TOWN {if outside comporele limits, ¢. LENGTH OF STAY IN Tb <. CITY OR TOWN (If outside corporata limils, weita Rl Saree fy nakiende spt 
- + a write RURAL nearest lown} 
mir burg, X__EldersBurg 
£ 35 d. NAME OF HOSPITAL OR INSTITUTION [if not In hospilel, give streel address) d. STREET ADDRESS 
: s 
= 2 . . : 
G.: alee CMs ee es ote Dei ve rats ves [1] No By 
3°5 2 an F ME OF fi 2 ware : Last 4. DATE Month Dey Yoor 
3 GRN REceaeee Maria Antonia Vall Spinoza ores 
'YP® or print q 3 
£ ges p Tazewell Taylor on s Juli, 27 eae 
§= 5. SEX 6. COLOR OR RACE|7, ARRIED [-] NEVER MARRIED [] | 8 DA 4 9. AGE (In yoars [iF UNDER 1 YEAR| IF UNDER 24 HRS 
hae orpes ‘ lest biehday) Bors Deys i Hours | Min. 
Fes Se Female White wipowen [5}_bivorcen [} z 194 a yr : aan? 
La § 2 x Wa. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
2 3 ey done during most of working life, even if retired) 
& Sse Housewife Ponce, Puerto Ri US. eliatiaes 
ie a g = 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME oe ei 
= ang 
3 $32 Zacharias Vall Spinoza Carolina Armstrong Torro _ 
o s ae 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
£ F = 3 (Yes, no, of unkown) | (Ifyesgin rarordetes of service) | 
Eee a hilip.Mumford Garrison. Maryland 
= gue & 18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).] AMr.—P, P aan INHERYALBETWeek 
ces i USED Fs : . A 
P co bs Lae bea iat at cause) Coronary thrombosis, cardiac failure, — = = 
af eg : 
Sa5as #20. 7 DUE TO 
a r ‘ : 
tee ge Conditions, if any, which ()__Cerebral hemorrhage, arteriosclerosis generalizedy Jan. 1965 
eset eva rise to immediate cause 
25 4 DUE TO 
a2. 
aa 
= ok 
ase 
SBS 
st 
2 
nn 
hat 
a 
& 
o) 
2 
8 
id 
I 
it 
< 


3 
= 
ne 
boy 
23 = 
a2 2 PERFORMED? 
RERS 71) {| |e 2 ves [] no 
28 on = [206. aor as UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter nelure of injury in Part | or Pert Il of item 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
£f2s 6 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Bass % | 0c. TIME OF INJURY Month, Day, Yee] 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, form, | 20%, (City or own) iCounty) (Stete) 
=o uv 
rea Hour a.m. Whila __Not While foctory, street, office bldg., ete.) | 
£38 oo g 9 at work [_] at work 1 
A Pe 
208 3 , 19.05 to...July.....27..., 19.09, that (1) (we) last 
2032 and that death occured at.........M, from the causes and on the date stated above, 
a & ATTENDING MED STAFF aa a SSGNED 
A Al 
P bes mp, | PHYS. (1 piector [] pays. [1] July 27, 196 
Hos ge 22e. PHYSI as 22d, ADDRESS - ~ j 
mt NAME (Type! 
ro! re | Howard E. Hall, M. De f 
5 ~ ——— — a wo a: 
24 Ree Ta. BURIAL, CREMATION, | 236. DATE THEREOF 23, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 
nd REMOVAL (Spacity) 
gars Burial | 2/30/65 i urch Cemetery! St, Mary's City Maryland — 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


_Cook-Brooks Inc, 1217 St. Paul St. 21202 


VR AIS (4) 
415M 7/61 \ 


WL 3.01965 | wv: Lorri Ng 


The law requires that the death certificate be executed within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09238 CERTIFICATE OF DEATH 12516 


a 


3 
£23 1. PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlssign) 
aes a. CDUNTY a. STATE b. COUNTY ri 
Lue MARYLAND Naryland Baltimore City 
be Ld b. CITY DR TOWN {If outside earpaiate: limits, ¢. LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
BE 2 write RURAL and give nearest town) 4 4 
£8 Sykesville jyrs »lmos .2dys Baltimore : LY 
wen d. NAME OF HOSPITAL OR INSTITUTION GF not In hospital, give street address) || d. STREET ADDRESS @. 18 RESIDENCE 
23an .- Springfield State Hospital ON A FARM? 
eke Springfie a SPL 440 Ilchester Ave. vesL] no] 
Ss 3. NAME DE First Middie last | 4 DATE Month Day ‘Year 
2 
ese (Type or print) JOSEPH CONRAD TURNBAUGH OEATH JULY 13 19 65 
8 5. SEX 6. COLOR OR RACE ) 7, MARRIED [] NEVER MARRIED[—]| ® DATE OF BIRTH ©. AGE (In years | IFUNDER 1 YEAR |IF UNDER 24 HRS, 
‘ - last birthday) (Months | Days | Hours | Min. 
Male White WIDOWED pivorceD [] | 12-21-1875 89 yrs. | 
= 10a. USUAL OCCUPATION (Give Kind of workdone| 10b. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
3 2 during most of working life, even If retired) INDUSTRY COUNTRY? 
22 Grocery business —_— Maryland S.A. 
2: TS. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
5 y : 
f= Melchor Turnbaugh Sarah Cullings 
E3 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOGIALSECURITYNO. | 17. INFORMANT Address 
SE (eae or unkown) | (If yes give war or dates of service) 
SE 0 216 -09-1095, Records, Springfield State Hospital 
a = 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
: PART |, DEATH WAS CAUSED BY: 
S 25 ; IMMEDIATE CAUSE (a)__S@Dticemia ee 
or / t 
ra & 7 DUE TO 
2% Conditions, if any, which o__Infected_ bedsores Years 
wo S gave risa to Immediate 
£3 cause (a), stating the DUE TO 
3S B underlying cause fast. ©). 
ge & RT IT. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TOTHE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) 19. WAS AUTOPSY 
ae é ronic, brain syndrome assoc. with cerebral arteriosclerosis, with alos 
iyi )|2|psychotic reaction yes [} No #] 


20a. ACCIDENT WAS UNDERLYING 2. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part tI of Item 18.) 
OR CONTRIBUTING [j CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year 
Hour a.m. 


20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 


factory, street, office bldg., etc.) 
While Not While a 
19 at work L_] at work 0 


21, 1 certify that (I) (this hospital giant the deceased fro Bae  ereene 19___, that (1) (we) last 
saw the deceased alive p -13=6 19, and that death occurred at~“~M, from the causes and pn the date stated above. 


. ie: DATE SIGNED 
MED. STAFF 
i wo. PAV NS 3) Bintotor OC] pnvs, &)| 7-13-05 
We. PAYSICIAN : 
NAME (yp8) Octavio A. Ruiz, M.D. 


Ve ADDRESS Springfield State Hospital 
23a, BURIA Prenat | 


Syk 
ME OF CEMETERY OR GREMATORY 23d, EOCATION (City, tewn or county) (State) 
pe L sca) ea Bull, Ae ; 
JERAL DIRECTOR % 


DBS? P, 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


malt 1.91965 | forlan Image 


20f. (City or town) 


(State) 


MEDICAL CERTIFICATION 


After this certi 


Page 4 may be retained by the hos; 


TO FUNERAL DIRECTOR: 


. DATE THEREOF 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


director, page 3 should be detached for use as the burial 


i 


YR A15 (4) 
15M 4-64 \ 


MARYLAND STATE DEPARTMENT OF HEALTH 


BZ Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
er Staal 09149 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 12517 


cessal 


= 
eo 
s 
a 
2 
2 
3 
3 
by 


B 


4 


24 hours after death. If any del 


1. PLACE DF DEATH 
a, COUNTY 


a. STATE 
Carroll 


2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


b. COUNTY 


oF seen MARYLAND Maryland Carroll 
Bo ae b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
es Es write RURAL and give nearest town) lage: 
fe SS Westminster 27 Westminster 
so 22 d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. TS RESIDENCE 
5 2 
ES 22 X 28 Church St. / 28 Church St. vest alunite 
Ss 
Zz. %2 3. NAME DF First Middle Last 4. DATE Month Day ‘Year 
Sah On DECEASED DE 
az = (lype or print) EMMA Ms UTERMAHLEN DEATH July 9 19 65 
a. £2 5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED[~] | & DATE OF BIRTH 9. AGE (In, years [TF UNDER 1 YEAR [iF UNDER 24 HRS, 
8 E = s teat pi day) [Months | Days | Hours | Min. 
ae fe] female caucasian} wipowen [X] pivorceo{] |March 5, 1899 yrs. 
as = 10a, USUALOCCUPATION (Glve Kind of work done) 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
2’: during most of working life, eyen Lae INDUSTRY COUNTRY? 
Sian oe. operator in clothing [factory Carroll Co., Maryland U.S.A. 
es s 3s 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
=e of 
5S RS Adam C, Frebertshauser Mary Etta Tawney 
Se ES 15. WAS DECEASED EVER INU.S. ARMED FORCES? ) 16. SOCIAL SECU 0.) 17. INFORMANT ‘Address A 
ao a (Yes, no, of unkown) | (Ifyes ulve war or dates of service) ero | Fo peer 
¢ 23 -- -- 213-09-5431 | John H. Utermahlen , Jr. RD4, Md. 
5.2 5 18. CAUSE OF DEATH [Enter onl: iT INTERVAL BETWEEN 
Sse 8s PART |. DEATH Ce, ie ee eh cs. " ene hae 
= is S ‘ | IMMEDIATE cause QP Arteriosclerotic heart disease 
Ens C DUE TO 
2S s Conditions, If any, which (b) 
22 55 gave rise to Immediate 
== 25 cause (a), stating the DUE TO 
E2 _ underlying cause last. (c) 
a ae & | PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a) |19. WAS AUTOPSY 
22 3 = 
S282 2 |8 Yes K] not] 
ae) © 20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I of Item 18.) 
3 & | PRIMARY [) or CONTRIBUTING 
== = ii | CAUSE OF DEATH. 
Ser = |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 208. (City or town) (County) Gtate) 
Ss °? Hour Meare factory, street, office bidg., etc.) 
a) 5 while — Not While 
£2 oe = 10, 19 at workL_] at work [1] 
ao oo 
> = 
3 
.=7 
2 
a 
— 
@ 
oo 
o 


of Health or its designated agent, prior to burial, 


= 4 21. I certify that | took charge of the remains describdd above, held an Autopsy fal Inspection [_], Inquiry [_], and In my opinion 
i 4 = death resulted from: Natural causes gj, Agcident [—], Suicide [_], Homicide [_], Undetermined manner [_] 
& 58 \ CHIEF MEDICAL EXAMINER [_] 
Lod ACTUAL 22. DATE SIGNED 
mia iat SIGNATURE. § Mp, ASSISTANT MEDICAL EXAMINER [3q 
aia ities DEPUTY MEDICAL EXAMINER [_] 7/10/65 
E ER 
5 oss & x NaMe type) Bharles $s Petty Address (Street, city, town, or county) 
Fe 8 3's S 23a, euslerie UTE 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town or county) ‘Gtate) 
S20 OVAL (Specify) A - 
esses RE 2/12 /65_ Levetente Westminster RD 4, Md. 
FUNERAL DIRECTOR ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
anime WNP 2. Zregcvogh , Ldsticence ta, Tied, \ oi) 12, 1965 | foot 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


L Wests oss 5 EXAMINER'S CERTIFICATE OF DEATH 125i& 


. [7 ptnce oF DeatH |: UAL RESIDENCE (Where deceased lived, If institution; Residence before admission} 
5 a. COUNTY » aa: |* °. ae /7 b. COUNTY 
ie _ Carro: : MARYLAND 
[= b. CITY OR TOWN {if outside corporata limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [if outside corporate limits, write RURAL and give neerest town) 
oe 
SE wrila RURAL and give nearest town) 5 . 7, 
ag>hs | Sykesvville yrs./23 dae, ss Baltimore Sooty 
5 33 NAME OF HOSPITAL OR INSTITUTION {if not in nos ‘give ee address) d. STREET ADDRESS @, 1S RESIDENCE 
2a cr ON A FARM? 
3238/5 | Springfield State Hospital ‘{ 7 2411 Lafayette Ave.| vs] Nol] 
gaa 3. NAME OF First Middle ia 4. DATE Month Dey Yeor 
S2so% DECEASED i OF 
=< . 23 (Type or print) Anna Elizabeth Vanmeter | DEATH July li, 19 65 
Bee 5. SEX 6. COLOR OR RACE]7. arrieD al NEVER MARRIED [_] | 8- DATE OF BIRTH 9. AGE [In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Sup lest birthday) noute| Deys | Hours | Min. 
55 female white winowen[]  B@ ger (X 10-2h-82 yes. | 
ga TDe. USUAL OCCUPATION (Give kind of work | IDB. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stete or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
eS: done during most of working life, even if retired) B pa 5 
2 go “ S Housewife __ Virginia ; U.SeAe 
£85 oF 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME. 
eZee | 
no > 
coals ?William Boxwell | flary Rubel | 
SGStE 1S. WAS pee The IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. ‘ 17, INFORMANT Address * 
xaos aH (Yes, no, or unkown) | (If yesgivewarordatesofservice) * 
end ! Springfield State Hospital Records 
vetet no pring d 
2 Pa iniigiateperememtieli ~ —_ at = —. 
g2Fa 18, CAUSE OF DEATH [Enter only one cause per line for (8), (b), and (c).) INTERVAL BETWEEN 
Sc2e8 ONSET AND DEATH 
se PART I. DEATH WAS CAUSED BY; 
cess e IMMEDIATE CAUSE (e) Septemia. das. “Es 
c = rh r yy 
Fs Se8a- Jf x DUE TO 
3263 es Conditions, if any, which «Infected bed sores. weeks = 
tov 08 gave rise to immadiate cause 
2£s% ay {a}, stating the underlying { DUETO 
v &-s last. 
eat wees tesupe lest. (ie a = 
er e58 Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[a)| 19. WAS AUTOPSY 
sooo SS ae PERFORMED? 
vP_ Bsa (e 
#2805 ©|&S|_Fracture left hip. Paranoid reactions -- paranoid stabe. ves []_ No 
A Ba ° | 20a. EXTERNAL CAUSE WAS | 2Db. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part I or Part Il of item 18.) 
geses 2 | PRIMARY [1 or CONTRIBUTING 2% 
Basad 3] EAU ST a It | Pulled from bed by another patient, fell to floor. P 
a fooG & | 20c. TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED 2De. PLACE OF INJURY (Home, farm, | 2Df. (City or town) (County) (Stata) 
a 55 85 g pckie While __ Not While factory, street, office bldg., etc.) | s : 
Mel58 1217 aemeom  b/29 1 65 ltwott] owot Kl Hospital F2-W.D.! Sykesville, Carroll, Marylad 
ait, £05 21. I certify that | took charge of the remains described above, held an Autopsy ii inspection [X) Inquiry oO and in my opinion 
3528 8 death resulted from: foot LJ. Suicide [_]. Homicide [_]. Undetermined manner [_] 
g S2 n CHIEF MEDICAL EXAMINER 
BS a Sonne 2 SISTANT MEDICAL EXAMINER [—] DATE SIGN: itn 
r » SIGNATURE 9-/-€S 
ee: 5 whence DEPUTY MEDICAL EXAMINER 
x 4) ¥ > 
Bo SB A |_LNAME tive) é MDs LYS Gok fan 
a Pes 3 22e. fate ae 22b. DATE THEREOF | 28.7 NAME OF CEMETERY OR CREMATORY 7 22d. LOCATION (City, town, or country) (State) 
2 EMOVAL (Speci 
oc Burial 7/13/65 | Meadowridge Cemetery _Anne Arundel County, Md 
VR AISME 23. FUNERAL DIRECTOR ADDRESS 24e. REC'D BY REGISTRAR | 24%, REGISTRARS SIGNATURE 
5M 1462 | Wm Cook-Brooks Inc,1217 St Paul, BaltoeMd Jon JUL 14 4 5 fbortes ecg 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FA CERTIFICATE OF DEATH 42549 


— 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


rte YR ki |p e2mes 
We 7G) DUE TO. c} 5 6 ‘ 
Conditions, if any, which (b) 
gava rise to immadiate cause sae ie « -, : = e = = —— 4 a =a 
(a), stating tha underlying (uk 4 
aia Wit, 4. ea a balinh, curzglorgay 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie) a AUTOPSY 


5s $2 = 
€ 83 PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceased livad, If institution: Retidenca belora edmission) _ 
ow 2s . COUNTY a, STATE No. b. COUNTY 
B gee Cacwe \\ MARYLAND Bellon: > se a 
2 SuiF b. CITY OR TOWN (if outside corporate limits, e oe ‘OF STAY IN 1b ©, CITY OR TOWN (If dutside corporate limits, wrile RURAL end give nearest town) 
+ 3&0 write RURAL jie give nearest town) 
“ isos Elders bur aR ” i=" 
= 8a d. NAME OF HOSPITAL OR/INSTITUTION (if nat in mh giva street eddress) d. STREET ADDRESS a. 1S RESIDENCE 
7 - Ne J, 4 ON A FARM? 
SE Te eboph Nuesing Meme z ak L- Gu. te 27 

Bes TAME OF First te = ete ¥. DATE Month ‘Day 
= z aR Sereno) | OF 
3 ‘ype int} te DEA: inf 
e be enn ee Ly ere x ; 

S$ §z 5. SEX 6 na R RACE! 7. MARRIED [~] NEVER MARRIED 8. Ke re OF BIRTH 9. AGE (in yea |IF UNDER1 YEAR| IF UNDER 24 HRS, 
pad aed IT f. QD Lads last birthday) ae Days | Hours | Min. 
2 Ske CHE Eaq/o | wwownl] rworew Al %-/2Q -/F, Gg poe eee. Tl Rat 
8 soe Wa, USUAL OCCUPATION (Givg kind of work — [ 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 33 dona during most of working life, evan if retirad) | 
3: 5s _ ©, 4.5 
§ = & = Legere re) es 8 ¥ 
. 8g 13. FATHER’S NAME “ Money ot part NAME 
= a ty 
§ £38 
8 $2 kash S “lly “af Vergare Nee Ki 
e §¢§ 15. WAS DECEASED EVER IN U.S. ARMED’FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMAN' fin 
é $2 {Yas, no, or unkown) | {Hyasglve waror datasofservica) E 4 

= 

32" 24-9 -06- 64) seha B. Sclleveo 7? Culpa dy bah 
Ec te 18. CAUSE OF DEATH [Eniar only ona cause per line for (a), (b), and (e) ERVAL BETWEEN 
gS Pe ONSET AND DEATH 
gifs 

ary 

ee 


aw requi 
ig physi 


ECTOR: After this certificate has been 


director, page 3 should be detached for use as the burial- 


|, cremation, or removal, and in any 


z 

Q PERFORMED? 
els ff <<" yes [] No la 

E [20e. ACCIDENT WAS UNDERLYING [] | 206, DESCRIBE HOW INJURY OCCURED, (Enter natura of injury in Part | or Pari ll of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

% |[20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20s, PLACE OF INIURY (Home, form, 208. (City or town) (County) (Stata) 

rat Hour a.m, Whila Not Whila factory, strat, offica bldg., alc.) 

*L 5 9 at work [ ] at work |] 


Ure 


. | certify that (I) (this hospitel)“ptter the decgased from. 
1 Via 196%. ., end that death occured at 


, from the causes and on the date stated above, 


saw the deceased alive o1 
aa 2p. DATE 


220. SIGNATURE 


R ATTENDING PHYSICIAN: The law ri 
be retained by the hospital or attendin: 


be filed with the State Dept. of Health prior to burial 


2 ' uly mo [ARES Siero RE 

H A 22¢. PHYSICIAN'S 4 22d. ADDRESS 

au follies es 4 Spun oes ge ool, Poe Bally he 
Th 23. 

e°e 


VR AIS (4) oka 
15M 7/61 1 


DATE ai & 


MARYLAND STATE DEPARTMENT OF HEALTH 
oot ON OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND, 


2 3 CERTIFICATE OF DEATH Leoell 
3 ses 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before adrpfssion) 
Sa a. COUNTY a, STATE b. COUNTY 
& 275 Carroll MARYLANO Maryland Baltimore City 
5 Sas b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || ¢c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
i) 
Be 2 write RURAL and give nearest town) 4 Ny 
g "3 Sykesville relmos .l7dys Baltimore S00 tx 
c=} a 
= 3¢ a, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET AOORESS @. 18 RESIOENCE 
Son ON A FARM? 
Zar : 
ey Seeds Springfield State Hospital 400 Hayward Ave. yesC) no fd 
= = 3. Rare First Middle Last 4. Lali Month Oay Yeer 
5 (Type or print GLADYS MABEL WATT DEATH JULY_1 
3 2 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR IF UNDER 24 HRS, 
e+ : Hehe aig Neda 3 sad 12-9-189), fat brthéay {Months |Oaye™ | Hours | Min 
8 EEE Female White « wippwep [] olvorceO [] 70 yrs. 
Vi A 10a. USUAL OCCUPATION (Give Kind of work done| 0b. KIND OF BUSINESS DR TL, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
3 3 25 during most of working life, even If retired) INDUSTRY C ie (N pales ew 
gas None ana, jaturalized) | - U.S.A. 
8 = er 13. FATHER’S NAME® 4. MDTHER’S MAIOEN NAME 
= wss : ‘ 
2 dees William S. Watt Alice Elder 
cx) = ia 15. WAS OECEASEOEVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYND. | 17. INFORMANT Address 
s 22 Ss (Yes, no, or unkown) | (If yes give war or dates of service) z 
8 Ss No ‘ None Records, Springfield State Hospital 2 
a S50 18. CAUSE OF DEATH [Enter only one cause per line for (@), (b), end (c).] eR ORRTiN 
£.2es PART |. DEATH WAS CAUSED BY: . 
sEoSs HF 7 me CaO (a)__Meningitis ys 
£2 23 t x OUE 10 : 
geass Conditions, ut ol nny o)___ Bronchopneumonia Days 
sutacc gave rise to Immediate 
55 22> cause (a), stating the { OUE TO 
ce See! underlylIng cause last. (). 
BE 8°85 é TI OTHER SIGNIFICANT CONO|RIONS CONTRIBUTING TO DEATHBI OTOH NaI ECONOITION GIVEN INPART i(a) |19. WAS AUTOPSY 
2. fs 35 = SBS "asSbae Wa tt Other urseases or ARAB or URC canes hd PERFORMED? 
FSS /|Sfpsychotic reaction. Mental deficiency, idiopathic, severe. yes Gd NOT) 
#2 5e= = | 208, ACCIOENT WAS UNDERLYING F) 20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part II of Item 18.) 
Satcs £% | OR CONTRIBUTING [) CAUSE OF DEATH 
Sg eZ & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
243 
Bo 288 | 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO )20e, PLACE OF INJURY (Home, farm,| 2Of. (Clty or town) (County) (State) 
as Tse Ss Hour a. while Not While factory, street, office bidg., etc.) 
[#3 228 = p. at work} at work C] 
Ss ee 2 21. | certify that (1) (this hogpit ! atigptet the deceased from_2=27-6) _, 355 19___, that () (we) last 
Eses2s saw the deceased alive o1 jn 19____, and that death occurred at2* Furom the causes and on the date stated above. 
e: 85S 23g. SIGNPIRE 2b, OA SPP 
“wie = . ? i 
€2¢ = Ps ATTENDING MEO. STAFF | by 
ora as “De : Pannl pays. -]_pinector [1] Pus. my) 
Seid ae 22c, PHYSICIAN'S 22d. ADDRESS Sprin e tate osp t 
Brass | AWE Cee) Antonius G M. De Byiisri ile Maryland 
=z o_lary 
22 Res 7a. BURIAL CREMATION.) 23b. DATE THEREOF 23c. NAME OF CEMETERY.OR CREMATDRY, 23d. LBPATION (City, town or county) tate) 
et ous EMOVAL' Spec! Bs oes ie 
24,7FUNERAL DIRECTOR ADORE: 2 TOBY RE 2503 REGISTRAR’ 
4 M2 F J o 7] 
ipa i) Lbyere Lenen Marae AT Uh 
15M 4-6) 
CF Astiatiat= 


Pages 1 an 


3 oh 
in 72 hours after di ae 


temove carbon papers. 


rany event, wi 


in 5 hours after death. 
and completely filled in by the funeral 


The law requires that the death certificate be executed with 
‘ician 


director, page 3 should be detached for use as the burial-transit permit. Then please 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, ant 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys: 


TO HOSPITAL . ATTENDING PHYSICIAN 


VR A15 (4) 0 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
c 


09744 CERTIFICATE OF DEATH Z 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before Admission) 
a. COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryland Baltimore ¢ 
b. CITY OR TOWN (if outside corporate limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) x a . ae 
Sykesville lyrs.3mos.2Sdys. Baltimore ' ) 
d. NAME DF HDSPITAL DR INSTITUTION (If not In hospital, give street address) || d. STREET AODRESS e. Se 
Springfield State Hospital 606 South Luzerne Ave. vesC]_ not 
3. pe First Middle Last 4. ABZ Month Day Year 
(Iype or print) ANNIE CHRISTINE | WINKELMAN DEATH JULY 28 19 65 
5. SEX 6. COLOR OR RACE 


7. MARRIED [] NEVER MARRIED [] | & DATE OF BIRTH 3. AGE {in Years fies a jen 2 
+ jonths | Days | Hours in 

Female White | woowexq pivorceo]} 12-21-1883 8 ce he 

ja. USUAL OCCUPATION (Give Kind of work done| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) 

ring most of working life, even If retired) INDUSTRY 


12. CITIZEN OF WHAT 
COUNTRY? 


Housewife Maryland SoA. 

13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

Robert Patton Mary (last name unk.) 
15. WAS DEC EASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT ‘Address 
Yes, no, or unkown) | (If yes glve war or dates of service) 

No None ie} sori i 

18. CAUSE OF DEATH [Enter only one cause per lina for (a), (b), and (c). INTERVAL BETWEEN 

rani: DAUM hee ea) ee kd ’ Usk et yelled 
IMMEDIATE CAUSE (a)_Far advaneed pulmomry tuberculosis, active | _ Months — 
/ 
nen I DUE TO 
Conditions, If any, which 4 ; z j + 
gave rise to Immediate @) z Deas Years. 


cause (a), stating the DUE TO 
underlying cause last, (c). 


3 Ree ee eee Boreal chine ne 19. Was AUTOPSY 
| Chronie brain syndrome associated wit’ rebral arterios 

rd with psyehotie HeRe een ba toselercsis, yes [7] NO Gd 
= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 

§ | OR CONTRIBUTING [} CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

4 20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
o Hour a.m. While Not While factory, street, office bidg., etc.) 

= p.m. 19 at work(_] at work 0 


21. I certify that (I) (this hospital) attended the deceased fro dherg' Veena 19____, that (1) (we) tast 
saw the deceased ali =60= )___, and that death occurred at=~_: ='M, ftbn the causes and on the date stated above. 
2a. S{@NATURE 22b. DATE SIGNED 


9 
Nan Retina us ME or C1 HAE mal 7-26-68 


226 =PHYSICIAN’S 


J 22d. ADDRESS Springfield State Hospital 
NE (ype) Julian Radzykewyez, M. D. ~# M T s 
23a. BURIAL, ye 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (city, town or county) (State) 
BHP") | Jury 30-1965 | Sacred Hemet of Jesus ymen Hill Rds Bal. Gos Mde 
24. FUNERAL DIRECTOR ADDRESS 


25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


ombUL 29 1965) 


JOHN Je DUDA 7922 Wise Avee Dundalk, Mde 21222 


MARYLAND STATE DEPARTMENT OF HEAL 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09145 CERTIFICATE OF DEATH 12583 = 


Pi) 


s Ss 
a 

6 8 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
C4 a. COUNTY a. STATE - b. COUNTY 

3 LOO Del. MARYLAND [ a J 

° = v aa wv F no 

3 ax and 

= 3 b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b <. CITY OR TOWN [if outside corporate limits, write RURAL and give nearest town) 

a i __write RURAL and give nearest town) 

2s 3 ldarsserg 14 Honths aban F / } 

< = ONthS U re d ! a 

£ 5 d, NAME OF HOSPITAL OR INSTITUTION (it nof in hospital, give street addrass) 4, STREET ADDRESS e. 15 RESIDENCE 
3 27, : ON A FARM? 
3 2/ -ehobott WSL! one W.. ws = Be ves [] No [3} 
2 a 3. NAME OF = a= a oMdae * Month — De: “Yeerr 

g * DECEASED ; OF -c a ind 
geo (Type or print) Brory Yoolforj DEATH 4 “ 19 

‘ =! a) LLOL 3 he nat 

: 3 5. SEX 6. COLOR OR RACE|7. MARRIED [-] NEVER MARRIED [_] B. DATE OF BIRTH 9. AGE (In yeor!|iF UNDERT YEAR) IF UNDER 27 

Ow 83 ¢ eer last birthday) “Months| Deys | Hours | Min. 
2 Wale Golore wibowED [_] pivorctO(T| Voy 10. 1905. SO ys. | 


ical 


We, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, n it retired) 


hy sici: 


= Disabled Vete ue %: Maret: ie oe 
- ae e ae OLE, manauel ee = 
2 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
o T a foolford arab Watts 
J Yoolic Sara ‘ 3 5 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17, INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgivewarerdetesofsarvice) 
& 8s 15=01=7460 S,_Trene maey 2576 9 a ile 
8 18. CAUSE OF DEATH [Enier only one cause per ete Bee {e), (b), end {c).] yn ERVAL BETWEEN 


PART 1, DEATH WAS CAUSED BY, ! ONSET AND DEATH 
IMMEDIATE CAUSE (a) COIR. UV ee OE Lape ye | 2+ 


The law requires that the death certifi 


4 DUETO 

Conditions, if eny, which (b). Aerie lye Kk Ceo cete bow: = 

gave rise to immediete cousa — ee oe 7 
DUE TO 


{a), stating the underlying 
cause le: {o) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ii 


PERFORMED? 


ns) xo 


19. WAS AUTOPSY 


SS 


MEDICAL CERTIFICATION 


20a. ACCIDENT WAS UNDERLYING Oo 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 


4 


208. PLACE OF INJURY (Home, ferm, | 20f. (City or town) ~~ (County) (Stete) 
fectory, street, office bidg., etc.) | 1 


20c, TIME OF INJURY Month, Dey, Yeer 
Hour a.m, 


20d. INJURY OCCURRED 
While Not While 


After this certificate has been signed by the attend 


director, page 3 should be detached for use as the burial-transit permit. Then please remov 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evel 


death. Page 4 may be retained by the hospital or attending physi 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


‘3 eal 9 at work [_] at work ["] i 
Fy | 21. I certify that (1) (this haspital) attended the deceased from. Lefkada. Lilet, 19th Whe S02... 1 W965? that (1) (we) last 
I saw the deceased alive on, FS dias nee aie See GS, and that Kes and on the date stated above. 
a 22e, SIGNATURE cs * LS 22b. DATE 
4 é AAT mo, | PHYS. [J Director [] PHys. FE} 
F 22, PHYSICIAN'S 22d, ADDRESS * 
NAME (Type) C_ 
Es | Sra Ke ane EvANs 
= 23e, BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Stete) 
° REMOVAL (Specify) yas + 4 4 
ra - 1 te : 2 
Be wis) es 4: 14 ee SSA. re NBS. Ld ol aut pierre ks Bee 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250, i 4 EGIST = R RS SIGNATPRE 
VR AIS (4) Bervert Bedinvter 5035 W. North Ave need 
20M 5-63 


an 


